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CHAPTER I
INTRODUCTION
Childbearing involves a complex interaction between psychological
and physiological factors. It is a personal, interpersonal, and
medical experience. As commonly practiced in the United States today,
childbirth often involves obstetrical intervention, such as induced
labor, fetal monitoring, anaesthesia, and forceps or cesarean
delivery. The emotional impact of obstetric technology further
complicates the birth experience. Historically, more emphasis has
been placed on medical rather than psychological aspects of pregnancy
and childbirth. Recently, professionals with expertise in women's
health issues have highlighted the importance of integrating the two
disciplines (Blum, 1980; Notman & Nadelson, 1978; Oakley, 1983).
The important interface between medicine and psychology is
increasingly recognized by researchers, clinicians, and medical per-
sonnel (Millon, Green, and Meagher, 1982; Stone, Cohen, Adler, and
Associates, 1980). This perspective is particularly relevant to
research on stress and coping with major life events, such as child-
birth, and the transition to parenthood. Situational factors that
may mediate the impact of life events have been explored in the
literature (see Averill, 1973; Lefcourt, 1973). Dohrenwend and
Dohrenwend (1982) emphasized the need for further research in this
area, suggesting that contextual factors, such as social support,
must be taken into account to understand reactions to stressful life
events. Women's adjustment to childbirth is influenced by a variety
1
of factors. The present research focuses on how the marital relation-
ship and childbirth delivery mode mediate primiparous women's adjustment
to childbearing in the immediate postpartum period.
In this study, childbearing is viewed as a major biopsychosocial
event which entails many changes. Childbearing and the transition
to parenthood constitute new developmental experiences for couples.
The marital relationship is a critical aspect of the childbirth
experience for first-time parents. 1 Couples must adapt to the
change from a dyadic to triadic family unit, and cope with major
self-concept and role changes for each spouse individually and in
relation to one another. The transition to parenthood is a complex
experience, often starting prior to conception and continuing into the
postpartum period. Undoubtedly, different phases of the experience
have distinct effects on the marital relationship. Similarly, differ-
ent aspects of the marital relationship may be associated at various
points with more versus less positive adaptation to childbearing.
While each spouse must cope with many mutual aspects of the child-
bearing experience, individual spouse reactions and coping strategies
may differ. Furthermore, various aspects of the birth experience and
the transition to parenthood are unique to husbands and wives res-
pectively .
In addition, couples in our society increasingly approach the
labor and delivery experience as a joint endeavor. This is especially
true for the many couples who choose to have the husband present
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during the delivery, and those who have "prepared childbirths," with
the husband and wife participating actively as partners in the labor
and delivery. Couples who have cesarean deliveries following antici-
pation and preparation for a joint, active vaginal delivery experi-
ence have to adjust to the lost opportunity to cooperate and share
the delivery experience as expected.
Regardless of the delivery mode, marital issues and concern with
the spouses' roles, perceptions, and support around the actual labor
and delivery experience arise for both husbands and wives. The present
research is an attempt to explore some of these factors and their rela-
tionships to women's adjustment in married couples having their first
child, via vaginal or cesarean delivery. The specific research ques-
tions are presented following a review of three relevant bodies of
literature: (1) family stress theory and research (including the
assessment of marital quality); (2) psychological aspects of women's
adjustment to pregnancy and childbirth; and (3) women's adjustment
to cesarean childbirth.
Family Stress Research and Theory
Until recently, stress theory and research has focused primarily
on the individual as the unit of analysis (Hanson and Johnson, 1979).
However, with the growth of the fields of health psychology and family
theory has come the recognition that the social context, including the
role of the family, is integral to health issues such as stress,
coping, and illness (Coyne and Holroyd, 1982).
Since 1970, researchers studying stress and coping have worked
on synthesizing stress research and theory to explain family behavior
in response to stressors and family crisis (Burr, 1973). Others have
worked to identify the kinds of families, conditions, resources, and
coping strategies that differentiate families who respond dysfunc-
tionally from those who cope positively with stress (McCubbin, Joy,
Cauble, Comeau, Patterson, and Needle, 1980). It has recently been
suggested (McCubbin et al., 1980) that continued research on defining
family stress, identifying and measuring family resources, and
examining family coping processes will contribute to explaining and
predicting family behavior at stressful points. This information,
in turn, may suggest preventative or therapeutic interventions.
Family response to normative life transitions constitutes a major
area of family stress research. For example, the transition to parent
hood has received considerable attention (Hobbs, 1965; LeMasters, 1957
Russell, 1974). Most of these studies have focused on (1) whether the
transition to parenthood is a crisis; and (2) whether marital satis-
faction decreases following the birth of a child. Work concerning
parenthood as "crisis" has been based on Hill's (1949) conceptualiza-
tion of family crises as involving change (due to a stressor event
—
e.g., birth of a child) at which point old behavior patterns are
unsatisfactory, and new ones are called for. Through self-report
checklist and interview material concerning various dimensions of
pregnancy and parenthood (e.g., ease of pregnancy and delivery, baby's
behavior, marital satisfaction), researchers have rated parents in
terms of degree of crisis. Initial conclusions stating that the
transition to parenthood is a crisis (i.e., perceived crisis or
adjustment difficulties) (LeMasters, 1957) have more recently been
questioned, and it has been suggested that the birth of the first
child does not produce a crisis (Hobbs and Cole, 1976). Several
researchers have suggested that labeling the transition to parenthood
as a crisis is inadvisable in that it orients one against the positive
aspects of becoming a parent (Russell, 1974).
At the same time, findings consistently support the hypothesis
that marital satisfaction decreases following the birth of the first
child (Luckey and Bain, 1970; Russell, 1974; Ryder, 1973). However,
as stated by Spanier and Lewis (1980), "The situational conditions
which determine the degree of impact and the particular area in the
marital relationship in which an impact is experienced are less under-
stood" (p. 828).
Assessment of Marital Quality
The quality of marital relationships is the most common focus
of family research (Spanier and Lewis, 1980). The use of several
similar terms (e.g., happiness, satisfaction, adjustment) in research
on marital relationships is indicative of definitional disagreement
in the field; however, it is generally acknowledged that marital
quality is a multi-dimensional construct (Spanier and Lewis, 1980).
Numerous scales have been developed for the assessment of various
facets of marital quality (Locke and Wallace, 1959; Roach, Frazier,
and Bowden, 1981; Ryder, 1973; Spanier, 1976). Among these measures,
the Locke-Wallace Short Marital Adjustment Test (Locke and Wallace,
1959) has been the most widely used scale in the literature. They
defined marital adjustment as "accommodation of a husband and wife
to each other at a given time" (Locke and Wallace, 1959, p. 251).
Although this scale, in its original form, continues to be used most
often in the literature, its utility is limited. That is, the
scoring procedure for the original scale produces only one measure,
global satisfaction. The scale was factor analyzed and revised so
that it could be scored for two separate components (sexual conge-
niality and compatibility) (Kimmel and Van Der Veen, 1974), yet few
studies use the revised scale and subscales.
Spanier (1972) criticized the Locke-Wallace Marital Adjustment
Test on methodological grounds, questioning the reliability and
internal consistency aspects of the scale. Utilizing many items
from the Locke-Wallace scale, Spanier (1976) designed the Dyadic
Adjustment Scale. This scale, which has been found to correlate
highly with the Locke-Wallace Marital Adjustment Test, appears to be
more advantageous than the Locke-Wallace scale for two major reasons
First, Spanier 's factor analysis of the scale has allowed for the
identification and measurement of four components of dyadic (e.g.,
marital) quality: dyadic satisfaction, dyadic cohesion, dyadic
consensus, and affectional expression. While factor analysis and
revision of the Locke-Wallace Marital Adjustment Test has allowed
for calculating two subscores, researchers most frequently utilize
the original Locke-Wallace scale, and report only the global adjust-
ment scores. Second, Spanier' s scale provides greater evidence of
validity and high reliability than previous scales. Therefore,
although the revised Locke-Wallace scale and subscales are an
improvement over the original scale, the Dyadic Adjustment Scale
seems preferable as a measure of marital quality.
In a review of marital quality research in the 1970's, Spanier
and Lewis (1980) point out that most marriage research has focused on
the individual as the unit of analysis. They note indications that
researchers are interested in developing methodologies for examining
the couple as the unit of analysis. The past shortcoming of only
assessing wives' evaluations of their marriages has been remedied
(studies have increasingly included husbands in their samples).
However, researchers continue to struggle with how to measure marital
interaction and process, as opposed to the more common emphasis on
measuring individual satisfaction and attitudes.
Psychological Aspects of Women's Adjustment
to Pregnancy and Childbirth
Psychoanalytic View
The psychological complexity of the experience of pregnancy,
childbirth, and motherhood was first recognized by psychoanalytic
theorists. These theorists focused on the intrapsychic aspects of
pregnancy and childbirth, and noted the potential for psychological
distress as well as fulfillment from the experience (Benedek, 1970;
Bibring, 1959; Deutsch, 1945). Helene Deutsch, in The Psychology of
Women (1945) proposed a major theory of "motherliness" which emphasized
both the significance and potentially problematic aspects of the
development of the mothering role. Deutsch viewed pregnancy and
mothering as the natural fulfillment of women's wishes, and as neces-
sary for healthy female ego development.
Further contributing to the understanding of pregnancy from a
8psychoanalytic viewpoint, Bibring (1959) described pregnancy as one
of several psychobiological crises experienced by women. In her view,
the psychological crises of puberty, pregnancy, and menopause revive
conflicts from earlier developmental periods. Bibring suggested that
mastery of the psychobiological crisis of pregnancy leads to further
maturation. However, she viewed pregnancy and birth as major psychol-
ogical tasks with enormous potential for psychological distress and
disorder for the woman herself and for the mother-child relationship.
According to Bibring, a woman's major task at delivery is to separate
herself emotionally and physically from her child and begin to love
the child as a person separate from herself. Deutsch (1945) describes
the conflict inherent in this task of separation during the postpartum
period as follows: "...two tendencies are present in the mother—one
progressive, aiming at helping her ego to regain its rights, the
other regressive, aiming at reunion with the child and the preserva-
tion of the psychic umbilical cord " (pp. 267-268).
Benedek (1970) used psychoanalytic case material to describe the
psychological problems which may interfere with a healthy adjustment
to pregnancy and childbirth. She emphasized the role the husband must
play to support his wife, such as providing reassurance and reducing
her anxiety so she can effectively negotiate pregnancy, birth, and
mothering tasks. Psychoanalytic theorists and clinicians have also
addressed the phenomena of postpartum psychosis. As noted by Breen
(1975), psychodynamic explanations of postpartum emotional illnesses
tend to focus on either the intrapersonal problems or interpersonal
conflicts evidenced in postpartum emotional illness.
Current Research
Current literature indicates that maternal psychological adjust-
ment significantly affects the mother's health as well as that of her
infant (Erickson, 1976; Grimm and Venet, 1966; Grossman, Eichler, and
Winickoff, 1980; Of ferman-Zuckerberg
,
1980; Shea and Tronick, 1982).
Since the 1960's, research has focused on the role of specific
psychological variables (e.g., anxiety, life stress, social support)
in adaptation to pregnancy and obstetrical outcome (e.g., development
of toxemia, prematurity, course of labor, delivery complications)
(Gorsuch and Key, 1974; Grimm and Venet, 1966; McDonald, 1968). Many
studies have documented a relationship between emotional and physical
symptomatology (e.g., nausea, dizziness, fatigue) during pregnancy
(Erickson, 1967; Grossman et al.
,
1980; reviewed by McDonald, 1968).
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In general, the obstetrical outcome studies indicate some psychosomatic
influence on pregnancy and labor. Anxiety is the psychological vari-
able most consistently found to predict physiological, obstetrical
problems; however, it has not been determined whether anxiety causes
the physical problems, vice versa, or whether a third factor (e.g., a
medical condition) is responsible for the anxiety and physiological
symptoms
.
Findings about the role of psychological variables in pregnancy
complications have been contradictory. Norbeck and Tilden (1983) sug-
gest this results from methodological inconsistencies and confounds.
They examined the effects of life stress, social support, and emo-
tional disequilibrium (as measured by a composite score of anxiety,
depression, and self-esteem) on three types of pregnancy complications
10
(gestation complications; labor, delivery, and postpartum complica-
tions; infant-condition complications). In contrast to findings of
previous studies, emotional disequilibrium was significantly related
only to infant-condition complications.
Anxiety has been found to play a significant role in pregnancy
and childbirth. While studies have documented psychophysiological
symptoms associated with anxiety during pregnancy, less conclusive
evidence exists regarding patterns of anxiety for pregnant women
(Grossman et al., 1980). It has been suggested that anxiety may serve
an adaptive function during pregnancy. That is, it may be that anxiety
is necessary to resolve pregnancy-related issues, and that reduced
anxiety may reflect denial of pregnancy and related issues (see
Grossman et al., 1980). As reported in Grossman et al. (1980),
Uddenberg, Nilsson, and Almgren (1971) found that women who did not
experience nausea (often assumed to be associated with anxiety) during
pregnancy had more postpartum problems than women who had either severe
or moderate nausea.
This view of anxiety as adaptive may also be understood in terms
of Janis' (1958; 1969) work on the positive role of anticipatory fear
in relation to surgical operations. Janis found that surgical patients
who expressed moderate anticipatory fear were much less likely than
those who were extremely anxious or extremely nonanxious to evidence
any emotional disturbance following the operation. Other studies have
found that expression of moderate anxiety during pregnancy results in
more positive postpartum adjustment than does expression of extreme
anxiety or complete optimism (Breen, 1975). The role of anxiety in
11
women's adaptation in the immediate postpartum period has not been as
well examined.
Research on maternal adaptation has also examined major adapta-
tion problems such as postpartum psychosis and severe postpartum
depression (Rapoport, Rapoport, and Strelitz, 1977). The psychologi-
cal aspects of the birth experience have been examined comprehensively
in a few large, empirical studies focusing on "normal", nonpathological
aspects of adaptation to pregnancy and motherhood (Grossman et al.
,
1980; Shereshefsky and Yarrow, 1973).
Shereshefsky and Yarrow (1973) collected data from 60 married,
middle-class primiparas. Through the use of projective tests and
clinical interviews administered both pre- and postnatally, they
found positive correlations between several personality variables
and the outcome measure, adaptation to pregnancy. High scores on
ego strength, nurturance, and the ability to visualize oneself as a
mother were most predictive of positive pregnancy adaptation. An
inverse relationship was found between number of medical problems
and the outcome variable. That is, the more medical symptoms
a woman reported, the less likely she was to adapt well to the
pregnancy.
The marital relationship was one of several variables examined
by Shereshefsky and Yarrow (1973) as possible predictors of maternal
adaptation. The husband's impact on maternal adaptation was assessed
prenatally by rating his responsiveness to his wife and to the preg-
nancy; postnatally, the husband's responsiveness to his wife and
infant were assessed. A marital adjustment rating was based on
12
clinician judgments of the couples' degree of affection, empathy,
satisfying sexual adjustment, mutuality of goals, and flexibility in
decision-making. While little relationship was found between husband's
impact and pregnancy adaptation (prenatal), a strong correspondence was
found between marital adaptation and maternal adaptation (in terms of
the woman's accommodation to her infant and acceptance of her maternal
role) postnatally. The investigators concluded, "In the postnatal
period, the husband's impact was unequivocally related to maternal
adaptation. The statistical relationships here confirm clinical
observation on the vital role of the husband in the transition from
a dyadic to a triadic family unit" (Shereshef sky and Yarrow, 1973,
p. 64).
Grossman, Eichler, and Winickoff (1980) conducted a thorough,
multi-dimensional, longitudinal study focusing on the experience of
pregnancy and the first year postpartum. Employing a sample of 82
married couples (including first birth and experienced families), the
researchers examined the relative contributions of psychological,
physiological, sociocultural, and marital factors to the manner in
which couples cope with pregnancy and early parenthood. This study
is unique in the literature in its extensive use of reliable and
valid measures, including semistructured interviews, projective tests,
standardized tests, as well as global maternal (psychological) adapta-
tion measures developed specifically for the study. In addition,
Grossman et al. administered several measures repeatedly to mothers
and fathers over an 18-month pre- and postnatal period, thereby
obtaining data concerning changes in maternal adaptation over time.
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Infant health status and temperament were also assessed.
Due to the numerous measures, data gathering points, and analyses
presented by Grossman et al. (1980), only those findings most relevant
to the present study will be discussed here. Among Grossman et al.'s
many findings were the following: early in pregnancy, general psy-
chological health appears to be the most important predictor of
adaptation; of their four sets of predictor variables (psychological,
physiological, sociocultural
, and marital), the psychological and
marital (i.e., marital satisfaction) dimensions are most predictive
of adaptation in late pregnancy; pregnancy is a far greater crisis
period for first-time mothers than experienced ones; maternal adapta-
tion in the early postpartum period was most highly correlated witb
previously reported marital satisfaction and was also associated with
a woman's more positive feelings toward maternity. High anxiety was
the most influential predictor of difficulty in postpartum adjustment;
life adaptation, anxiety, and depression levels throughout the preg-
nancy were also found to predict postpartum well-being.
Grossman et al. (1980) assessed marital adjustment utilizing the
Locke-Wallace Marital Adjustment Test as well as several ratings
designed specifically for their study. Based on interview material
at eight months prenatally, marital adaptation was rated on the
following subscales: sense of shared and enjoyed experience of
pregnancy; sense of comfort versus unresolved struggle; sense of
having been brought closer by the pregnancy. Couple preparedness
for the delivery and arrival of the baby was also assessed during the
interview. Women's marital satisfaction during the first trimester
14
was associated with her anxiety at eight months (prenatal)
. The
investigators report that, treating the marital dimensions as outcome
measures, few important correlations were found with other measures of
women's psychological health earlier in the pregnancy.
The investigators report that not many factors from the first tri-
mester or the eighth month of pregnancy predicted maternal adaptation
one to two days following delivery. Two of the strongest predictors of
women's adaptation to labor and delivery were their husbands' previous
anxiety levels (during the first trimester) and women's and husbands'
previously reported (during the first trimester) satisfaction with
their marriages. In contrast to the findings at eight months, "at
last one major variable from each of the four predictor dimensions
related significantly to marital adjustment at two months postpartum...
pregnancy related symptoms measured in the last trimester, adaptation
to labor and delivery, and the two-months postpartum measure of the
mother's emotional well-being, anxiety, and depression all were related
significantly to her marital satisfaction" (p. 95).
Grossman et al. (1980) state that aspects of the marital dimen-
sion proved to be among the strongest predictors of women's psychol-
ogical adaptation throughout the study; however, their reported
statistically significant findings were mostly based on correlations
between the global adjustment score from the Locke-Wallace scale and
various maternal adaptation measures derived from raters' clinical
judgments. Therefore, the study provides little information concerning
the specific aspects of marital adjustment that predict maternal
adaptation.
15
In addition, although the investigators used measures of depres-
sion, anxiety, marital satisfaction, and physical symptomatology at
various assessment periods, this information was not obtained during
the labor and delivery contact period. Therefore, while this study
provides valuable information about associations between marital
satisfaction and adaptation measures during pregnancy and two months
postpartum, limited data are available regarding the relationship
between marital factors and adaptation in the early postpartum period
Recently, the Committee on Assessing Alternative Birth Settings
(1982) compiled an extensive report outlining the types of research
needed to evaluate childbirth settings. In making their recommenda-
tions, the committee reviewed the literature on childbirth and noted
significant gaps in current research. Among the needs for future
research cited, the committee highlighted the need to include the
assessment of such psychological variables as anxiety, depression,
expectations about motherhood, and the quality of the marital rela-
tionship. Furthermore, they recommended the use of standardized
instruments to insure greater validity of findings. The present
study incorporated the above recommendations.
Psychological Aspects of the Cesarean Birth Experience
One in six women in the United States now delivers by cesarean
section (Affonso, 1981). This figure tripled in the decade between
1967 and 1977. Concomitant with the recent increase in the incidence
of cesarean deliveries has been a growing controversy among lay and
professional people about the emotional consequences of cesarean
childbirth on mothers, fathers, and infants (Cohen and Estner, 1983).
In 1980, the National Institute of Health Consensus Development
Task Force on Cesarean Childbirth (U. S. Department of Health and
Human Services, 1981) labeled the rising cesarean birthrate "a matter
of concern" and highlighted the need for further research on cesarean
delivery. The panel, comprised primarily of physicians, noted that
"there is little research concerning the psychological impact on
parents following a birth. Nevertheless, surgery is clearly an
increased psychological and physical burden when compared with normal
vaginal delivery" (p. 19).
The emotional aspects of cesarean delivery have been examined
to some extent in the medical and psychological literatures. This
preliminary descriptive work has been based primarily on semi-
structured interview and anecdotal data from relatively small groups
of women. More recently, better controlled empirical studies of
larger samples have appeared in the literature (Bradley, Ross, and
Warnyca, 1983; Cranley, Hedahl, and Pegg, 1983; Marut and Mercer,
1979; Mercer, Hackley, and Bostrom, 1983). More systematic data
collection utilizing larger samples, and reliable, validated measures
would greatly increase the predictive value of factors associated
with positive versus negative adaptation to the cesarean childbirth
experience
.
Research consistently suggests that women having cesarean births
may have negative perceptions of their labor and delivery experiences
(including increased fear for self and baby's safety, and feelings of
disappointment, anger, loss, and guilt) (Affonso, 1981; Affonso and
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Stichler, 1978; Bradley, Ross, and Warnyca, 1983; Conklin, 1977;
Fawcett, 1981; Lipson and Tilden, 1980; Marut
, 1978). Negative per-
ceptions and problems of adaptation to cesarean delivery are even more
profound in situations of emergency (as opposed to planned) cesarean
procedures (Fawcett, 1981; Cranley, Hedahl, and Pegg, 1983).
In their focus on women's negative reactions to cesarean deliver-
ies, many of these studies tend to imply, but not empirically document,
that women having cesareans experience greater disappointment and may
have more problematic adjustment than women having vaginal deliveries.
Relatively few studies have included a comparative sample of vaginally
delivered women to suggest how the experiences and satisfaction level
may differ for delivery via cesarean or vaginal modes (Marut and
Mercer, 1979; Bradley, Ross, and Warnyca, 1983; Cranley, Hedahl, and
Pegg, 1983; Mercer, Hackley, and Bostrom, 1983).
In general, the literature suggests that women having cesareans
have more negative perceptions of and are less satisfied with the
birth experience than those who deliver vaginally. However, based
on a stepwise multiple regression analysis of factors influencing
perception of the childbirth experience, it has been suggested that
the woman's support system, early infant contact, and fewer medical
complications are more important than the delivery mode in influencing
women's perceptions of the birth experience (Mercer, Hackley, and
Bostrom, 1983). Mercer et al. (1983) found that, although women who
delivered by cesarean had more negative perceptions of their child-
birth experiences than those who delivered vaginally, type of delivery
accounted for only 1% of the variance in women's perceptions of the
birth experience. An additional 38% of the variance was accounted for
by the variables of »te emotional support, early
.other-infant inter-
action, total positive self-concept, fewer medical complications, and
informative and instrumental support (61% of the variance was not
accounted for). Their results highlighted the role of mate's emo-
tional support in women's perception of the birth experience. Further
research is needed to determine other variables that affect perceptions
of the birth experience.
The literature on women's reactions to cesarean delivery and
comparative studies of cesarean versus vaginal birth tend to focus
more on women's perceptions and degree of satisfaction with the
delivery mode and childbirth experience than on measures of psychol-
ogical well-being (e.g., anxiety, depression, maternal self-esteem).
One study (Bradley, Ross, and Warnyca
, 1983) examined women's anxiety,
depression, and attitudes to the baby at one month postpartum in
primiparous women who delivered vaginally and those who had cesarean
deliveries. Results indicated that, although women who had cesarean
births were more dissatisfied with the method of delivery, there were
no significant group differences in reported levels of anxiety,
depressive affect, or attitudes to the baby. Mercer, Hackley, and
Bostrom's (1983) results suggested that positive self-concept is
predictive of positive perceptions of labor and delivery.
Most of the studies in the literature involve analysis of data
collected in the immediate postpartum period. A few studies have
involved data collection at later points (Bradley, Ross, and Warnyca,
1983; Lipson and Tilden, 1980; Mercer, Hackley, and Bostrom, 1983).
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Lipson and Tilden (1980) conducted a descriptive study to explore psy-
chological integration of the cesarean birth experience over time.
Based on participant observation and interviews with women in cesarean
support groups, the investigators outlined five phases of assimilation
of the cesarean experience, each of which has unique psychological
components. In the context of the present study, Lipson and Tilden's
description of the initial postpartum days (Phase Two) is relevant.
They suggest that in this phase, physical coping rather than psychol-
ogical processes predominate. More longitudinal research on adjustment
to cesarean delivery is needed to fully understand the feelings and
psychological mechanisms operating at various points after delivery.
Factors differentiating more versus less positive perceptions
of and adaptation to the cesarean birth experience have been explored.
It has been suggested that the cesarean birth experience may be
positively affected by: presence of the husband at the delivery
(Affonso and Stichler, 1980; Cranley, Hedahl, and Pegg, 1983; Fawcett,
1981; Marut and Mercer, 1979; Marut, 1978); positive perceptions of
support from and relationship with the husband (Affonso and Stichler,
1980; Lederman, Weingarten, and Lederman, 1981); positive interactions
between mothers and doctors, nurses, and anesthesiologists during
labor and delivery (Affonso and Stichler, 1980; Lipson and Tilden,
1980) ; prenatal education and preparation for a cesarean delivery
(Fawcett, 1981; Hart, 1980); regional rather than general anaesthesia
A
(Marut and Mercer, 1979; Cranley, Hedahl, and Pegg, 1983);
immediate contact with the infant following delivery (Hedahl, 1980;
Marut and Mercer, 1979; Mercer, Hackley, and Bostrom, 1983); and
greater participation in decision making (Cranley, Hedahl, and Pegg,
1983). Few studies have systematically taken these factors into
account in assessing group differences (i.e., cesarean versus vaginal
delivery mode) on psychological variables.
As noted above, the husband's presence in the delivery room and
the woman's experience of "support" from her husband are cited as
important factors in maternal adaptation to cesarean delivery.
However, the specific aspects of the marital relationship that
influence maternal adaptation and that are affected by the stress of
cesarean delivery have not been examined. In addition, comparative
studies of childbirth via various delivery modes have not explored
possible group differences in marital satisfaction. Anecdotal data
suggests that some women feel that, in having a cesarean, they have
disappointed their husbands, fear their husbands* reactions to their
scars, and wonder if their marital relationships will be affected by
the cesarean (Affonso and Stichler, 1980). However, women's
perceptions of their husbands' reactions to the cesarean birth and
the possible impact of these perceptions on maternal adjustment have
not been systematically studied.
Research Questions
The present study was designed to investigate how childbirth
delivery mode and marital factors are related to primiparous women's
reactions and adjustment to childbirth in the immediate postpartum
period. Utilizing quantitative measures in a systematically controlled
design, the following questions were explored:
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1) Is delivery mode associated with women's and theirhusbands reactions to their childbirth experiences?
a) Are there differences in husband and/or wife
satisfaction with the childbirth experience for
couples experiencing cesarean versus vaginaldeliveries?
b) Does delivery mode (cesarean versus vaginal) have
an impact on maternal adjustment (as measured bydepression, anxiety, and confidence in mothering)?
c) Do couples in which the wives have cesarean versus
vaginal deliveries differ on spouse-related mea-
sures (i.e., marital satisfaction, husband anxiety;
spouse perceptions of the labor and delivery
experience)?
How are spouse-related factors related to maternal adjust-
ment (as measured by depression, anxiety, and confidence in
mothering) in the immediate postpartum period (i.e., what
aspects of the marital relationship are predictive of
maternal adjustment)?
a) Is marital adjustment associated with maternal
adjustment?
b) Is husband anxiety associated with maternal
adjustment?
c) Are self and spouse perceptions of the labor and
delivery experience associated with maternal
adjustment?
2)
CHAPTER II
METHOD
Subjects
Respondents were 44 married couples recruited on the regular
maternity ward of Wesson Women's Hospital at Baystate Medical Center
in Springfield, Massachusetts. The setting is a large, urban medical
center. The couples were studied 24 to 48 hours following the birth
of their first child (all of the women were primiparous and at least
79.5% of the husbands had no previous children 5 ). The couples had
participated in prepared childbirth classes, expected to deliver
vaginally, and had the husband present in the delivery room. The
study involved two groups (each comprised of 22 couples) that differed
on the basis of delivery mode:
(1) vaginal birth (tranquilizer/analgesic use, local
anaesthesia, or no medications; excluding forceps
deliveries, spinal or epidural anaesthesia);
(2) emergency cesarean birth (spinal or epidural
anaesthesia; excluding general anaesthesia).
Deliveries on the regular maternity ward were followed, to locate
women who met the criteria for inclusion in the vaginal or cesarean
birth groups. Women who met the delivery mode specifications were
contacted if they also met the following inclusion criteria: primi-
parous, 20 to 35 years old, married, English speaking, attendance at
prepared childbirth classes, presence of maternal labor, husband
present during delivery, five-minute infant Apgar above six, absence
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of neonatal intensive care, absence of fetal distress in vaginal
deliveries, absence of serious maternal complications other than
cesarean delivery (e.g., toxemia), absence of tubal ligation
following delivery. The inclusion criteria were chosen both to
increase sample homogeneity and to avoid possible confounding from
the emotional effects of various health complications and medical/
surgical procedures other than cesarean delivery (e.g., tubal
ligations; forceps deliveries).
The sample was restricted to couples who had attended prepared
childbirth classes, as a means of controlling for expectations
regarding the childbirth. It was assumed that couples attending
prepared childbirth classes were anticipating active involvement of
both spouses in the delivery of their infants, with minimal or no
medical intervention. Furthermore, based on the curriculum of the
prepared childbirth classes, it can be assumed that the respondents
had received basic information about potential delivery complications
and the procedures involved in emergency cesarean deliveries.
Due to limitations inherent in conducting field research in a
medical setting, it was not possible to obtain a random sample. Every
effort was made to systematically review patient records and recruit
eligible patients to avoid sampling bias. During each hospital visit,
all subjects meeting the inclusion criteria were contacted. This
resulted in an initial sample of 58 couples, with proportionately
more vaginal than cesarean deliveries. Subjects were subsequently
chosen for inclusion in the two groups (cesarean and vaginal) by
matching on the basis of delivery date (with a maximum of three weeks
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difference in delivery date) to control for potential effects of
time/ season.
Instruments and Variables
Data were gathered through pencil and paper self-report question-
naire items and information documented in hospital medical records.
Copies of the self-report assessment instruments are located in Appen-
dices B and C. The medical information form is located in Appendix D.
Maternal Adjustment Outcome Measures
Maternal adjustment, the primary outcome measure, was assessed
using three variables—depression, anxiety, and confidence in
mothering:
(1) Depression . The Lubin Depression Adjective Checklist
(DACL) Form B (Lubin, 1965) was used to measure depression.
This is a 32-item instrument which measures non-clinical,
"short duration depressive mood" (Lubin, 1981). Subjects
are asked to circle the items that describe how they feel
"now-today". The DACL has been used previously to study
pregnant women (Blumberg, 1980; Lubin, Gardiner, and Roth,
1975; Norbeck and Tilden, 1983) and is particularly appro-
priate for this population since it excludes somatic
indices of depression which may confound results for
medical populations. Concurrent validity has been
demonstrated with the Multiple Affect Adjective Checklist
Depression Scale (Zuckerman and Lubin, 1965) (r = .87 for
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females), the Beck Depression Inventory (Beck, Ward,
Mendelson, Mock, and Erbaugh, 1961) (r =
.47), and several
other measures of depression (see Lubin, 1981). Normative
data for the DACL are available from the National Depres-
sion Survey (Levitt & Lubin, 1975).
Anxiety. The Spielberger State-Trait Anxiety Index (STAI)
was used to assess anxiety (Spielberger, Gorsuch, and
Lushene, 1968). This is a 40-item self-report measure of
state anxiety (20 items concerning how one feels "at this
moment") and trait anxiety (20 items concerning how one
feels "generally"). In this study, the 20-item state-
anxiety measure was used; it was assumed that anxiety
related to the event of childbirth (as experienced one to
two days postpartum) would most accurately be reflected by
a measure which focusses on one's feelings at the time of
the event, allowing for anxiety as a transitory experience.
Furthermore, previous research with the STAI has repeatedly
demonstrated that the State Anxiety Scale is sensitive
to environmental stress such as surgery, whereas trait
anxiety scores do not seem to be influenced by the stress
of surgery (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs,
1983). The STAI was designed to evaluate feelings of
apprehension, tension, nervousness, and worry (Spielberger,
et al., 1983). Concurrent validity has been established
with several other widely used anxiety measures
(Spielberger, et al., 1983). The STAI is used extensively
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in research, including in several recent studies of emo-
tional responses to childbirth. It was chosen for the
current study in part to allow for comparison of the
sample with others in the literature.
Confidence in Mothering. Sixteen items from the Maternal
Self-Report Inventory (Shea and Tronick, 1982) were
selected as a subscale to measure maternal self-esteem.
The Maternal Self-Report Inventory is a 150-item question-
naire designed to assess a mother's confidence in her
mothering ability along the following dimensions of mater-
nal self-esteem: maternal caretaking ability, acceptance
of the baby, expected relationship with the baby, parental
influences, and body image and health after delivery. The
Maternal Self-Report Inventory was originally validated on
a sample of 10 primiparous and multiparous women from the
regular nursery at Baystate Medical Center (the same
setting is used in the present study)
. In Shea and
Tronick's (1982) study, type of delivery (cesarean versus
vaginal) did not predict maternal self-esteem two to three
days postpartum. Therefore, for the purposes of this
study, maternal self-esteem was defined in a more limited
fashion, to ascertain whether type of delivery is associ-
ated with a particular aspect of maternal self-esteem. The
16 items were chosen based on face validity, as relevant
to women's current feelings of confidence regarding the
ability to perform caretaking or "mothering" functions.
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Subjects are asked to rate each item using a 5-point Likert
scale. The scale has a theoretical range of 0 to 80, with
higher scores indicating greater confidence in mothering.
Internal consistency was determined for the 16-item subscale with
Cronbach's Coefficient Alpha (1951). The scale was administered to
the initial sample of 58 subjects (including the 44 women in this
study), rendering a reliability coefficient of .86.
Marital Adjustment
Marital adjustment was assessed using a self-report instrument
(administered to both the husbands and wives). The Dyadic Adjustment
Scale (DAS) (Spanier, 1976) was administered to obtain a global
marital adjustment score, as well as subscale scores for the four
dimensions tapped by the scale: dyadic satisfaction, dyadic cohesion,
dyadic consensus, and affectional expression. The items included in
each subscale are listed in Appendix F. The DAS is a 32-item measure
which utilizes many items from and correlates highly (r = .86) with
the widely-used Locke-Wallace Marital Adjustment Test (Locke and
Wallace, 1959). The items "attempt to assess respondent's perception
of the adjustment of the relationship as a functioning group" (Spanier,
1976, p. 22). The overall scale and the subscales have high internal
consistency, as determined by Cronbach's Coefficient Alpha (Spanier,
1976). The scale has a theoretical range of 0 to 151, with higher
scores indicating greater dyadic adjustment.
Childbirth Perceptions
The Childbirth Perceptions Questionnaire (CPQ) (Wife Form and
Husband Form) was designed specifically for this study, to explore
husband and wife perceptions of pregnancy, labor, and delivery. The
CPQ addresses women's self-perceptions (Wife Form), women's percep-
tions of their husbands' attitudes (Wife Form), and their husbands'
actual perceptions (Husband Form) regarding the childbirth experience
and its impact on the marital relationship. Items were developed
based on results of exploratory studies reported in the literature,
and from pilot discussions with coordinators of cesarean support groups
through the Pioneer Valley Childbirth Association. The questionnaire
items focus primarily on the labor and delivery experience. The CPQ
consists of three subscales corresponding to each of the following
categories of perceptions:
(A) Woman's sexual attractiveness and physical appearance;
(B) Satisfaction with the woman's delivery mode (cesarean
versus vaginal) and childbirth experience;
(C) Spouse support and the effects of the pregnancy and
childbirth experience on the marital relationship.
In addition, several miscellaneous items were included that were
hypothesized to be important aspects of couples' perceptions of their
childbirth experiences (e.g., relationship with one's doctor; satis-
faction with one's control over decisions made during delivery; hus-
band's helpfulness during the childbirth).
The Wife Form of the CPQ is a 58-item questionnaire consisting
of 29 items presented in two versions, corresponding to (1) the wife's
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self-perceptions and (2) how the wife "thinks her husband feels" about
each item. The Husband Form consists of a third version of the same
29 items, asking the husband how he feels. The specific items included
in each subscale are listed in Appendix E. Respondents are instructed
to rate each item on a 6-point Likert scale. They are asked to fill
out the questionnaire based on their own perceptions, without con-
ferring with their spouses. Higher scores indicate more reported
negative perceptions. Information on theoretical scale ranges and
mean scores for the current sample are presented in Appendix E.
The Husband and Wife Forms of the CPQ also include three open-
ended questions inquiring about the satisfying and disappointing
aspects of their childbirth experiences and about their feelings
pertaining to the delivery mode experienced.
Internal consistency was determined for each variable on the
three CPQ subscales using Cronbach's Coefficient Alpha (1951). Based
on administration of the CPQ to the initial sample of 58 couples
(including the 44 couples in this study), Cronbach's coefficient alphas
were as follows :
(A) Woman's Sexual Attractiveness and Physical Appearance
Wife Self-Perception (.58)
Wife Perception of Husband Attitude (.58)
Husband Perception (.67)
(B) Satisfaction with Delivery Mode and Childbirth Experience
Wife Self-Perception (.82)
Wife Perception of Husband Attitude (.78)
Husband Perception (.63)
(C) Spouse Support and Effects of Pregnancy and Childbirth
Experience on the Marriage
Wife Self-Perception (.75)
Wife Perception of Husband Attitude (.69)
Husband Perception (.72)
Infant and Maternal Health and Life Stress Measures
The following measures were used pertaining to mother and infant
health and the couples' recent life stress:
(1) Psychophysiological Symptoms. The Physical Symptoms Ques-
tionnaire was used to determine the kind and frequency of
symptoms experienced by study participants. This is a
slightly modified version of Erickson's (1967) scale, a
31-item list of symptoms often reported during pregnancy.
The items listed are primarily physical symptomatology,
but also include mood-related items (e.g., depression,
nervousness, etc.) The questionnaire was modified for
the present study to assess symptomatology both during
the last month of pregnancy (retrospective report) and
since delivery. In addition, Erickson included four
categories referring to frequency of symptoms, whereas
in this study, the category "rarely" was excluded. For
purposes of clarity, item 20, "groin pain" was changed
to "vaginal or abdominal pain".
(2) Labor and Delivery Information . Medical charts were
reviewed for the following information regarding maternal
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health: age; parity; type of delivery; labor medications;
delivery medications/anaesthesia; labor complications;
delivery complications; if cesarean delivery, reason for
cesarean; hours of labor; absence of tubal ligation.
Infant Apgar
.
The 5-minute infant Apgar (Apgar, 1966) was
used to confirm that study participants had infants with-
out serious neonatal complications. The Apgar is a routine
assessment of the infant's health and neurological func-
tioning conducted by physicians one- and five-minutes
following birth. Infants are rated on a ten-point scale.
For this study, only parents with infants having Apgar
scores above six were studied.
Infant Data. The following infant health information was
recorded from medical records: infant Apgar; neonatal
complications or need for neonatal intensive care; evidence
of fetal distress. Mothers were asked to report the fol-
lowing infant data: sex of child; birth weight; breast-
or bottle-feeding.
Life Stress
.
The Holmes and Rahe Social Readjustment
Rating Scale (1967) was used as a measure of recent life
stress. This is a 43-item list of stressful life events.
For the present study, the husbands were asked to indicate
which of the events occurred for either himself or his wife
in the past year. The Holmes and Rahe scoring method
(which includes various weighting factors) was not used.
Instead, the total number of events selected by each
subject was recorded and these data used for group compar-
isons. The Social Readjustment Rating Scale has recently
been criticized by Lazarus (1977) on the grounds that an
individual's perception of the meaning of an event is
critical in assessing the degree of stress. However, for
the purposes of this study, the number of recent stressful
life events was considered to determine whether the two
groups (cesarean and vaginal deliveries) represented simi-
lar populations.
Demographic Data
Finally, additional demographic data was obtained from medical
records and an information sheet included in the wife's questionnaire
packet. The wife packet also included a page thanking the respondents
for their participation and asking if participants wanted to receive a
summary of the study results. Respondents were also asked to indicate
whether they were willing to be contacted in the future for a follow-up
study
.
Contents of Questionnaire Packets
In summary, the following questionnaires were included in the
packet given to the wives: Demographic Information Page; Depression
Adjective Checklist, Form B; State-Trait Anxiety Index (State-form);
Subscale of the Maternal Self-Report Inventory; Dyadic Adjustment
Scale; Childbirth Perceptions Questionnaire (Wife Form); Physical
Symptoms Questionnaire; Follow-up Information Form. (The wife packet
also included two questionnaires concerning fantasies during the child
birth experience. These questionnaires were used by the co-investi-
gator and are not discussed in this thesis.) The packet administered
to the husbands included the following questionnaires: Social Read-
justment Rating Scale; State-Trait Anxiety Index (State-form); Dyadic
Adjustment Scale; Childbirth Perceptions Questionnaire (Husband Form)
All the questionnaires included self-explanatory instructions.
Procedure
Preliminary Work
Permission to conduct the study was obtained from the University
of Massachusetts Human Subjects Committee and from the Committee on
Human Research at Baystate Medical Center. The Director of Behavioral
Gynecology at Baystate Medical Center contacted obstetricians whose
patients met the study inclusion criteria. The study was briefly
explained and permission to contact their respective patients was
requested. All the obstetricians contacted granted permission for
their patients' participation, pending patient consent.
The investigators met with the nursing staff to familiarize
themselves with hospital routines and medical charts, and to explain
the project goals and procedures. The investigators emphasized their
intention to remain as unobtrusive as possible to conform to hospital
protocol. The investigators requested that nursing staff refrain from
discussing the project with patients, so as to ensure consistent treat-
ment of the respondents. Liaison work with the nursing staff was
extremely important, since access to patients, medical records, and
relevant hospital protocol information was contingent on a cooperative
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relationship with the nursing staff.
Finally, the investigators were participant observers in a seven-
week prepared childbirth course through the Parent Education Depart-
ment at Wesson Women's Hospital, Baystate Medical Center. All the
subjects in the study attended a similar course. This experience was
particularly important for conducting psychological field research in
a medical setting. That is, it familiarized the investigators with
the patient population, the medical setting, routine medical decisions
and procedures, and complications involved in vaginal and cesarean
deliveries. The study sample was restricted to subjects who had
attended the prepared childbirth classes.
Questionnaire Administration Procedures
Data was collected between January and June, 1984, by two female
graduate student investigators and several extensively trained female
undergraduate research assistants. The research assistants were care-
fully monitored to ensure consistency in subject selection and recruit-
ment procedures, presentation of questionnaire packet instructions,
responses to subjects' questions, and thorough documentation of medical
chart information.
An investigator or research assistant reviewed medical and nursing
records to determine which mothers met the study inclusion criteria.
Potential study participants were then contacted in their hospital
rooms. Respondents were in rooms with up to three other maternity
patients. There was adequate privacy for discussing the project and
responding to patient concerns. Women who had delivered vaginally were
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contacted 24 to 48 hours postpartum Women who had cesarean deliverie:
were contacted 48 hours after delivery, to allow for some recuperation
from the stress of surgery. Women were only approached if they were
alone or with their spouses. Women were not approached when sleeping,
breastfeeding, or otherwise indicating a desire for privacy. The
investigator or research assistant introduced herself as a member of
a collaborative research team from the University of Massachusetts and
Baystate Medical Center. She explained that the research concerned
"The Transition to Parenthood" and involved each spouse independently
filling out a series of questionnaires related to his/her thoughts
and feelings about the childbirth experience. Respondents were told
that the wife's packet required about 1 to lh hours to complete over
the next 24 hours and that the husband's packet required about 15 to
20 minutes during visiting hours. Informed consent forms were given
to those couples who agreed to participate (see Appendix A). The
investigator then clarified that the woman was primiparous, that her
husband was present during the delivery, and that the wife was fairly
confident that her husband would also agree to participate (if the
husband was not in the room at that time).
The investigator spent about 10 minutes establishing rapport with
each mother, casually discussing her new infant, her length of labor,
and general topics of interest to the mother. This stage of the
procedure was considered very important toward encouraging the res-
pondents to complete the entire packet and to answer the questionnaire
items carefully and honestly. The investigator/research assistant
then briefly described each questionnaire, reviewed the instructions,
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and answered general questions about the research. Respondents were
urged to complete their questionnaires without conferring with their
spouses. They were also encouraged to respond to every questionnaire
item. When possible, the investigators/research assistants arranged
with the wife to return when her husband was visiting. The study was
then briefly explained to the husband. Husbands were asked to complete
their questionnaire packets while at the hospital, without conferring
with their wives. In some cases, the husband's packet was left with
the wife, if the investigator could not coordinate a time to meet
with the husband.
Subjects were told that an investigator would return for the
packets within 24 hours. They were also given the option of returning
their packets to a drop-off box located prominently near the main
nursing station. (This ensured a higher questionnaire return rate in
the case of patients discharged prior to the invesigator 's second
visit. In addition, many of the husbands returned their packets to
the drop-off box immediately after completing their questionnaires,
thus reducing the likelihood that spouses conferred.)
The investigator/research assistant visited respondents routinely
prior to completion of the packets, to see if they had any questions.
When completed packets were collected, respondents were again asked
if they had any questions. Overall, the respondents indicated that
the task was straightforward, and many commented that they enjoyed
filling out the questionnaires.
The investigator/research assistant then reviewed medical records
and nursing notes (from pregnancy, labor, and delivery) and completed
the medical information for,. The nursing staff was available for
consultation to clarify medical record information.
Missing Data
The investigator/research assistant reviewed the questionnaires
for missing data. Whenever possible, respondents who had left items
unanswered were contacted in person on the maternity ward or by phone
at home and asked to provide the missing information. Remaining
missing values on the State-Trait Anxiety Inventory and the Dyadic
Adjustment Scale were estimated based on the subject's mean scores
on the questionnaires (for subjects with a maximum of two missing
values per questionnaire). Respondents who left blanks on specific
items of the Physical Symptoms Questionnaire were assumed to have not
experienced those particular symptoms. Remaining missing information
on the other questionnaires was coded as such, and excluded from
analyses
.
CHAPTER III
RESULTS
Description of Respondents
The 44 couples were selected based on the inclusion criteria
described previously. Preliminary analyses utilizing chi-square and
t-tests were conducted to determine whether the two delivery mode
groups (vaginal versus emergency cesarean) differed on demographic
variables. There were no significant differences between the groups
on: age; race; education (proportion of high school graduates, and
years of education since high school); number of previous marriages;
employment (proportion of employed wives, of employed husbands, and of
wives intending to return to work following the childbirth); income
level; length of labor; use of analgesics during labor; infant apgar;
infant gender; infant birthweight; infant feeding mode (breast versus
bottle); number of stressful life events during the past year.
Demographic Data
The women in the study ranged in age from 20 to 34 years
(X = 26.2; SJJ = 3.4). The men ranged in age from 20 to 37 years
(X = 28.5; SJJ = 4.6) . The couples had been married from 5 months to
11.7 years (X = 3.7 years; SD = 2.7). For those about whom data are
available, among the women, 97.6% had not been married previously (no
data for 3 women), and among the men, 85.0% had not been married previ-
ously (no data for 4 men). The couples reported relatively few stress-
ful events during the past year (X = 9.4; SD = 3.6; range = 3 to 19).
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The sample was predominantly middle class. All the respondent
husbands were employed, and 81.8% of the wives were employed. (An
additional 2.3% of the women were students.) Sixty-three percent of
the women reported plans to return to work (at some point) following
the childbirth (data not available for 1 respondent). Of the 43 couples
who reported their annual family income, 4.7% earned less than $10,000,
16.3% earned $10,000 to $20,000, 39.5% earned $20,000 to $30,000, and
39.5% earned above $30,000. Of the 37 couples who provided ethnicity
information, 35 couples were Caucasian, one couple was Black, and one
couple was interracial (Black and Caucasian). All of the women had
graduated from high school and had a mean of 2.6 years of education
since high school 7 (range = 0 to 6 years; SD = 1.9). Among the men,
one had not graduated from high school, 8 and the mean number of years
of education since high school was 2.6 (range = 0 to 9 years;
9SD = 2.5). This sampling bias regarding income, education, and ethni-
city is likely due in part to the exclusion of non-English speaking
couples from the study. In addition, the inclusion criteria requiring
attendance at prepared childbirth classes likely biases the sample
towards middle class, Caucasian parents (see Nelson, 1982).
Labor and Delivery Information
All the women experienced labor (X = 12.4; SD = 5.6; range =
4.5 to 24.0 hours). Twenty-seven percent of the women having vaginal
deliveries used analgesics or tranquilizers during labor. Thirty-six
percent of the women having cesareans used analgesics or tranquilizers
during labor. Among the vaginal deliveries, 82% of the women used
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local anaesthesia during delivery, and the remalning m^ ^^
thesia. Ninety-one percent of the women in the emergency cesarean
birth group used spinal anaesthesia, and 9% used epidural anaesthesia
during delivery. Based on medical record information, 82% of the
cesareans were performed due to dystocia (often referred to as cephalo-
pelvic disproportion, or failure to progress), 14% were performed due
to fetal distress, and 4% due to breech position. General descriptions
of these diagnostic categories (derived from the National Institute of
Health Consensus Development Task Force on Cesarean Childbirth) are
provided in Appendix G.
Description of Infants
Following delivery, the infants were all sent to the regular
nursery. All respondent mothers had the choice of infant "rooming in"
during the maternal waking hours (except for minor restrictions during
some visiting hours). The infants had a mean five-minute Apgar score
of 8.9 ( SD = .26), and ranged in birthweight from 5.9 to 10.56 pounds
(X = 7.7, SD = 0.9). The infants were equally distributed by gender,
and 81.8% were breast feeding.
Group Comparisons
On the basis of finding no significant group differences on
demographic variables, the groups were considered comparable for
further analyses.^
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Group Differences on Major Variables
Possible group differences on the three major adjusts variables
(wife's depression; anxiety; and confidence in mothering), on psycho-
physiological symptomatology, and on the marital and childbirth satis-
faction measures (dyadic adjustment; spouse perceptions of the preg-
nancy, labor and delivery; husband anxiety) were examined. There were
no significant differences between women who had emergency cesareans
and those who had vaginal deliveries on the major outcome measures of
anxiety, depression, or confidence in mothering. Similarly, there were
no group differences on overall dyadic adjustment, husband anxiety, or
number of psychophysiological symptoms.
The only significant differences on the major variables between
the emergency cesarean and vaginal groups were on (1) the wives' and
husbands* satisfaction with their delivery mode/childbirth experience
(Childbirth Perception Questionnaire subscales); and (2) the husbands'
report of dyadic cohesion (DAS subscale). The wives in the emergency
cesarean group reported less satisfaction with their delivery mode/
childbirth experience than did wives in the vaginal group (t(40) =
2.40, £ < .025). Similarly, the husbands in the cesarean group
reported less satisfaction with their delivery mode/childbirth experi-
ence (t_(42) = 2.24, £ < .05). The husbands in the emergency cesarean
group also reported less dyadic cohesion than did husbands in the
vaginal group (t_(42) = -2.36, £ < .025). Chi-square analyses were
performed to assess possible group differences in the nature of psy-
chophysiological symptoms experienced. The symptom of "vaginal or
abdominal pain" was the only symptom on which there were significant
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group differences (X * = 3.82, p <
.05)
As noted above, there were no significant group differences on any
of the demographic variables or on the outcome and most other dependent
measures. It appears that the groups differed on satisfaction with
their childbirth experience, but represented a single population in
terms of measures of psychological adjustment to the childbirth
experience. It was hypothesized that, while there were no group
differences in psychological adjustment (i.e., the three major outcome
variables), it could be that positive adjustment is differentially
associated with various other factors (e.g., marital adjustment,
spouse perceptions of labor and delivery, husband anxiety, physical
symptoms) for women having cesarean versus vaginal births. Pearson
correlation coefficients among the outcome measures, marital measures
(including dyadic adjustment scores, spouse perception subscale scores,
husband anxiety), and the physical symptoms measure were computed for
each group. In several cases, the correlation coefficients were sig-
nificant for one group, but not for the other.
Fisher's r to Z transformation was used to determine whether the
two values were estimates of the same population. Fisher's test was
calculated for 21 different correlations which were significant for
only one of the two groups. Only two of these were significantly dif-
ferent, as determined by Fisher's test (a significant difference in
the correlations was found in the relationships between confidence in
mothering and wife's perception of how the pregnancy/childbirth experi-
ence will affect her triage, z - 2 . 918; and between
in mothering and the wife's perception of how her husband thinks the
pregnancy/childbirth experience will affect the marriage, £ = _ 2 . 28) .
Given that only two of the differential associations among the vari-
ables for the two groups were significant (and even these two showed
no consistency across outcome variables), and given that relatively
few group differences in scale means and variances were found, it was
concluded that the two groups in this sample represented a single
population. Much larger samples would be needed to further examine
whether the outcome measures are correlated with different kinds of
variables for each group. For example, the magnitude of difference
needed to meet significance utilizing the Fisher calculation for the
current sample size was so great as to render it extremely unlikely
that significant differences would be found. However, based on the
current sample data, analyses indicated that the groups should be
combined and treated as a homogeneous sample for further analyses.
Normative Data
The means and standard deviations for the dependent measures
(for the combined sample of cesarean and vaginal deliveries) are
presented in Tables 1 and 2. In general, the respondents were
relatively well-adjusted, as compared to published normative data on
the anxiety, depression, and dyadic adjustment scales.
The women in this sample were relatively non-depressed, as
compared to both a large national probability sample (Levitt and Lubin,
1975) and a group of normals rated at different levels of depression
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TABLE 1
Means and Standard Deviations for Major Dependent Measure
(N = 44)
S.D.
Outcome Measures (Women)
Depression
Anxiety (State)
Confidence in Mothering
5.41
32.41
62.20
3.43
9.90
8.00
Husband Measure
Anxiety (State) 3 31. 16 7.85
3
N = 43
45
TABLE 2
Means and Standard Deviations for Dyadic Adjustment Scale
and Subscales (N = 44)
Wife Husband
X S.D. X S.D.
c Adjustment (Overall) 103.45 10.70 102.89 9.71
Affectional Expression 8.32 1.49 8.32 1.34
Dyadic Cohesion 17.45 3.43 17.77 2.28
Dyadic Consensus 51.73 6.79 51.25 6.67
Dyadic Satisfaction 25.95 2.03 25.55 2.45
ICS
46
by psychiatrists (Christenfeld
, Lubin, and Satin, 1978). The mean
depression score for the women in this sample was within one standard
deviation below the mean score for female adults in the National
Depression Survey (Levitt and Lubin, 1975). (This mean score fell
within the 50th percentile, based on statistics from the National
Depression Survey.) The current sample mean and standard deviation
for the Depression Adjective Checklist are equivalent to the statist
reported for the least depressed normals (66% of the normative sample)
rated at four different levels of depression by psychiatrists
(Christenfeld et al.
,
1978).
Both women and men in the current sample reported state-anxiety
levels within the low-normal range, as compared to normative samples.
The mean state-anxiety scores for the women and their husbands in
this sample were slightly lower (within one standard deviation) than
those reported for a normative sample (non-psychiatric population) of
adults (separated by sex and age) (Spielberger
,
1983). The adult
normative sample consisted of employees of the Federal Aviation
Administration, and were heterogeneous with regard to education, age,
and job position. The women's state-anxiety scores in the current
sample fell within the 44th percentile ranking for normal adult females
(ages 19 to 39), and the husbands' state-anxiety scores fell within the
36th percentile ranking for normal adult males (ages 19 to 39).
As noted by Green (1982), the normative data on the STAI may be
somewhat limited in this context, in that It is based on non-medical
populations. However, recent investigations of pregnancy and child-
birth experiences are providing a data base for anxiety level norms
for such populations. The anxiety scores for the
_ ^
this study were also somewhat below the mean anxiety scores obtalued
for couples (at eight months pregnant and two months postpartum) In
Grossman, Elchler, and Winickoffs (1980) longitudinal study of
pregnancy and childbirth. 11 mter-study comparisons should be Inter-
preted with caution, since the Grossman et al. sample consisted of
both prlmlparous and multipass women, predominantly having vaginal
deliveries. In addition, since anxiety level was not assessed during
their labor and delivery contact period, direct comparisons of scores
are not possible.
The mean overall dyadic adjustment scores in the current sample
for the wives (X = 103.45; SD = 10.7) and husbands (X = 102.89;
SD = 9.7) indicate an average level of marital adjustment, as compared
to other studies reporting DAS scores for married couples. The dyadic
adjustment scores in the current sample are consistent with (slightly
higher than) the scores reported for 70 primiparous and multiparous
couples participating in a longitudinal study of the transition to
parenthood (Belsky, Spanier, and Rovine, 1983). 12 It is interesting
to note that the mean DAS scores reported for the current sample and
the above cited parenthood sample were lower than (within one standard
deviation) the mean scores reported for the original sample of married
persons (X = 114.8; SD = 17.8) used to establish criterion-validity
for the DAS (Spanier, 1976). The lower mean scores could be due to
sampling differences (probability sampling techniques were not used
in any of these studies). It is also possible that transition to
parenthood populations report lower dyadic adjustment than do
heteroses portions of married couples. Such an interpretation
wuld lend support to the
»ndlng of decreased marlta
satisfaction following the birth of a child.
Population no* are not available for comparisons on the other
dependent measures. The means for the subscales of the Childbirth
Perceptions Questionnaire (see Table 3) indicate that, on the average,
women had relatively positive self-perceptions and perceptions of hus-
band attitudes on all three dimensions of the Childbirth Perceptions
Questionnaire (sexual attractiveness and physical appearance; satisfac-
tion with delivery mode/childbirth experience; spouse support and per-
ceived effects of pregnancy/childbirth on their marriage). The means
for the husband responses on the Childbirth Perceptions Questionnaire
subscales indicate that, on the average, the men also had relatively
positive perceptions on the three dimensions. The greatest range of
scores on the CPQ subscales was for the dimension assessing women's
satisfaction with delivery mode/childbirth experience. This greater
variance is reflective of the earlier reported significant group
difference on the delivery mode/childbirth experience satisfaction
measure
Associations Among Maternal Adjustment Measures
and Other Measures
Maternal Adjustment
Pearson product-moment correlations computed for pairs of the
three outcome measures (anxiety, depression, and confidence in
mothering) showed that these three variables were intercorrelated
49
TABLE 3
Means and Standard Deviations for Childbirth
Perceptions Subscales (N = 44)
Wife's Self-
Perception
Wife's
Perception
of Husband
Attitude
Woman's Sexual Attractiveness
and Physical Appearance
Satisfaction with Delivery
Mode/Childbirth Experience
Effects of Pregnancy/Childbirth
on Marriage
11.16* 9.52
(SD = 4.66) (SD = 4.35)
b a29.21 20.12'
(SD = 10.71) (SD = 7.53)
a12.84 13.14'
(SD = 4.84) (SD = 3.90)
Husband
's
Perception
7.45
(SD = 3.04)
16.50
(SD = 4.65)
12.68
(SD = 3.37)
a
N = 43
N = 42
Note: Higher score indicates more negative perceptions
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(see Table 4). Pearson product-moment correlationg
_^ ^deters associations among the major study ^
adjustment measures (depression, anxiety, and confidence ln mothering)
These data are presented in Table 5. As shown in Table 5, sirailar
Patterns of associations were found between each of the three maternal
adjustment measures and husband anxiety and dyadic adjustment (wife and
husband). However, somewhat different patterns emerged in the rela-
tionships between the Childbirth Perceptions Questionnaire subscales
and each of the maternal adjustment measures.
]^ds b^ aJ1xieJty. Husband anxiety was significantly positively
correlated with wife anxiety (r(42) -
.33, p <
.05) and depression
(r(42)
= .32, £ < .05) and negatively related to women's degree of
confidence in mothering (r(42) =
-.28, p < .05). Husband anxiety was
associated only with the wife's measure of dyadic consensus on the
Dyadic Adjustment Scale (r(42) =
-.37, p < .01). It was not correlated
with husband dyadic adjustment scores (overall or subscales) or any of
the husband or wife childbirth perceptions.
Dyadic adjustment. Women's overall dyadic adjustment was nega-
tively correlated with their anxiety (r(43) =
-.32, p < .05) and
depression (r(43) =
-.46, p < .001), and positively correlated with
confidence in mothering (r(43) =
.30, p < .05) (see Table 5). As shown
in Table 6, the factors of dyadic consensus and cohesion are the rele-
vant dimensions in the significant relationships between women's dyadic
adjustment and the maternal adjustment measures. Women's depression
and anxiety were negatively significantly related to their perceptions
of dyadic cohesion (depression: r(43) =
-.34, p < .01; anxiety:
TABLE 4
IntercorreLations Among Maternal Adjustment Measures
(N = 44)
Depression
Depression Anxiety
Confidence
in
Mothering
Anxiety (State)
Confidence in Mothering
.60***
(*)
-.20
-.34**
(*)v
'p < .09
*P < .05
**p < .01
***£ < .001
TABLE 5
p
etWeen Mat6rnal Adj-tment andChildbirth Perceptions and Marital Factors(Pearson Product-Moment Correlations, N =44)
Maternal Adjustment- Mea sures
Husband Anxiety
Husband Dyadic Adjustment
(Overall)
Wife Dyadic Adjustment
(Overall) -.46***
Childbirth Perceptions
Physical Appearance and Sexuality
Wife Perception3
_.17
Wife Perception of Husband
-.14
Husband Perception
-
B 02
Satisfaction
(Labor and Delivery)
Wife Perception
-.25
Wife Perception of Husband3 -.43**
Husband Perception
-.43**
Effect of Childbirth on Marriage
Wife Perception
-.27*
Wife Perception of Husband3
-.23
Husband Perception
-.02
-.32*
.25
.29*
.09
.19
.30*
.30*
.24
.27*
.23
Confidence
in
Motherin:
.30*
.32*
.35**
.18
.04
.13
.07
.40**
.39**
.13
Note: Reported correlation coefficients for the CPQ are based
subscale recoding such that higher scores indicate more positi
perceptions
.
3
N - 43;
b
N = 42
*p < .05; **p_ < .01; ***p < .001
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TAELE 6
Associations Between Maternal Adjustment Measures and
(?llrt t
S f ^ DyadiC Ad3-tment ScalePea son Product-Moment Correlations, N = 44)
Maternal Adjustment Measures
Wife Dyadic Adjustment (Overall)
-.46***
Affectional Expression
Dyadic Cohesion
Dyadic Consensus
Dyadic Satisfaction
-.08
-.34**
-.50***
-.10
-.32*
-.07
-.31*
-.34*
.05
Confidence
in
Depression Anxiety Mothering
.30*
.16
.20
.34*
-.02
Husband Dyadic Adjustment
(Overall) 00 -.09
.07
Affectional Expression
Dyadic Cohesion
Dyadic Consensus
Dyadic Satisfaction
14
07
00
16
14
16
11
15
.07
.22
.01
.00
*P < .05
**p < .01
***p < .001
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!<«> - -31, £ < .05) and dyadic consensus (depresslon; ^ _ _ ^1<.09I,«U^ r(43)...34
, £< . 05)
. Tnere Was a s lgnlflcant
'
positive correction Komen . s confldence in mothering their
perceptions of dyadic consensus ( r< 43) .
. 34
, £< . 05)
. ^^
adjustment (overail and subscaies) was not correlated ulth any ot
the maternal adjustment measures.
.
Childbirth perceptions f^^
,
labor . fln, Aml4mm
^ }
tion coefficients were computed to explore associations between the
maternal adjustment measures and childbirth perceptions, particularly,
of the women's physical appearance/sexuality, satisfaction with the
labor and delivery experience, and the effect of the pregnancy/child-
birth experience on their marriage (see Table 5). For purposes of
clarity and interpretation of the results, reported correlation coef-
ficients on the CPQ are based on recoding of the subscaies such that
higher scores indicate more positive perceptions.
Maternal depression was significantly negatively correlated with
women's perceptions about the effect of the pregnancy and childbirth on
their marriage (r(42) =
-.27, p < .05). Depression was also signifi-
cantly negatively correlated with women's perceptions of their husbands'
satisfaction with the labor and delivery experience (r(42) =
-.43,
p < .01) and with husband's reported feelings about the labor and
delivery experience (r(43) =
-43, p < .01). That is, depression was
greater in wives who perceived their husbands as less satisfied with
the labor and delivery experience and wives whose husbands were less
satisfied with the experience.
Wife anxiety was negatively correlated with their perceptions of
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husbands 1 attitudes on: physical ,n appearance/sexuality (r(43) =
-.29
£ < -05), satisfaction with the hw o„j a un iabor and delivery experience
(£(42)
-
-.30, £ < .05), and effect of the preg„a„cy/childblrth experi-
ence on the carriage <r(42) .
.. 27
, £ < . 05) . That ^ ^ ^^
tive the wife's perception of her husband's attitude on these factors,
the less anxiety she reported. In addition, women's anxiety was nega-
tively associated with husbands' reported satisfaction with the lahor
and delivery experience (r(43) =
-.30, p < .05).
Confidence in mothering was positively related to women's physical
appearance/sexuality perceptions (r(42) .
.32, p < .05), and their per-
ceptions of the effect of the pregnancy/childbirth experience on the
marriage (r(43)
- .40, p_ < .01). Confidence in mothering was also
positively associated with women's perceptions of their husbands'
attitudes on these same dimensions (r(43) =
.35, p < .01; r(42) =
. 39
,
P < .01). Of the three maternal adjustment measures, confidence in
mothering was the only measure not related to women's perception of
husbands' satisfaction and husbands' reported satisfaction with the
labor and delivery experience.
Physiological symptoms
.
A positive correlation was found between
the number of reported psychophysiological symptoms since delivery and
women's anxiety (r(43) =
.44, p < .001) and depression (r(43) =
.26,
£ < .05). Women's confidence in mothering was negatively related to
the reported number of psychophysiological symptoms since delivery
(r(43) = -.29, p_ < .05). Women's satisfaction with the childbirth
experience was not significantly related to number of symptoms.
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Dyadic Adjustment and Childbirth Perceptions
Correlations were COmputed between the Dyadic ^
scores (overall and subscales for husbands and wives) and the Child-
birth Perceptions Questionnaire subscales (for husbands and wives).
As stated earlier, CPQ Subscale scores were recoded for the correla-
tion analyses, such that higher scores indicate more positive percep-
tions. These data are presented in Tables 7 and 8.
As shown in Table 7, for wives, perception of their physical
appearance/sexuality and the effect of the childbirth on their marri-
age were significantly correlated with their overall dyadic adjustment
(r(42)
- .45, £ < .001; r(43) - .48, p_< .001). While the women's
satisfaction with the labor and delivery was not correlated with
overall wife dyadic adjustment (r(4l) =
.22, n.s.), it was signifi-
cantly correlated with the dyadic adjustment cohesion subscale
(r(41) = .30, p_< .05). Interestingly, for wives, the Childbirth
Perceptions Questionnaire subscales were correlated most strongly
with the consensus and cohesion subscales of the Dyadic Adjustment
Scale. Husband satisfaction with the labor and delivery was signifi-
cantly related to women's overall dyadic adjustment (r(43) =
.32,
p < .05), primarily due to dyadic consensus (r(43) =
.31, p < .05)
and cohesion (r(43) =
.31, £ < .05). In addition, husband perception
of the wife's physical appearance/sexuality and of the effect of
childbirth on the marriage were significantly associated with the
wife's sense of affectional expression in the marriage (r(43) =
.37,
£< .01; r(43) = .27, p_ < .05). These results are consistent with
the previously noted finding that, for women, cohesion and consensus
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As shown in Table 8, for husbands, overan dyadic adjustment
significantly related to their perceptions of the wives' physical
appearance/sexuality (r(43)
-
.26, p < . 05 ) as well as their percep-
tions of satisfaction (r(43)
-
.37, p_ < .01) and the effect of the
childbirth on the triage (r(43) -
.44, p < .001). Dyadic cohesion
consensus, and affectional expression were the dimensions of husband
dyadic adjustment most related to their childbirth perceptions.
CQJI£j£tions_between wife and husband pen^gnH^ Wife and
husband dyadic adjustment were significantly correlated (r(43) =
.25,
£ < -05). Again, as can be seen in Table 9, dyadic cohesion and
consensus were the dimensions accounting for the associations between
spouse scores (cohesion: r(43) =
.51, p <
.001; consensus:
r(43)
= .20, £ < .09). While the husband and wife dyads perceived the
adjustment of their marriages similarly, wife perceptions of their
husbands' attitudes on the Childbirth Perceptions Questionnaire were
not correlated with the husband's actual perceptions on two of the
three dimensions (see Table 10). That is, women were more or less
"accurate" in their perceptions of husbands' satisfaction with the
labor and delivery experience (r(42) =
.57, p < .001) but "inaccurate"
in their perceptions of husband attitudes regarding the womens' physical
appearance/sexuality (r(43) =
.13, n.s.) and effect of the pregnancy/
childbirth on their marriage (r(42) =
.13, n.s.). In addition, wife
and husband responses were significantly correlated regarding satis-
faction with the labor and delivery experience (r(41) =
.58, p < .001),
TABLE 9
Associations Between Wife and Husband
Dyadic Adjustment Scores(Pearson Product-Moment Correlations, N = 44)
Dyadic Adjustment (Overall)
Affectional Expression
Dyadic Cohesion
Dyadic Consensus
Dyadic Satisfaction
(*)
P < .09
*P < .05
**p < .01
***P < .001
.25*
.05
.51***
(*)
.20^ ;
.05
TABLE 10
Associations Between Wifp pOT-~„
aJ u u , Perception of Husband Attitud
Ph-^K
US
J
aad ReP°rt ed Attitude onChildbirth Perceptions Questionnaire(Pearson Product-Moment Correlations)
df
Physical Appearance/Sexuality
.13 43
Satisfaction (Labor and Delivery)
.57*** 42
Effect of Pregnancy/Childbirth on Marriage
.13 42
***£ < .001
but not significantly correlatoj „„y ed on perception of physical appear-
ance and sexuality Issues (r(42) .
-.03, n.s.) or the effect of
the pregnancy/chlldhlrth on the carriage (r(43) .
.13, „...) (see
Table 11).
and Delivery MoHp "
ered
As discussed previously, the cesarean and vaginal groups diff
on reported satisfaction with the delivery mode (CPQ subscales, for
wives and husbands). Responses to the three open-ended questions on
the Childbirth Perceptions Questionnaire (husband and wife forms) pro-
vide further descriptive information on the nature of wife and husband
satisfaction/disappointment regarding their childbirth experiences
and delivery mode. The responses to each question were content
analyzed by the investigator, based on face validity. The response
content categories (with specific examples) and frequency data are
presented in Tables 12 to 17 (see Appendix H)
. The frequency data
are presented for the two delivery mode groups separately as well as
combined. While combining groups was indicated for previously dis-
cussed analyses, given the group difference on the satisfaction mea-
sure, it is interesting to examine the open-ended responses separately
by group to account for that difference. Furthermore, the information
discussed in this section is based on qualitative, descriptive analy-
sis, and should be viewed as strictly exploratory.
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TABLE 11
the Childbirth Perceptions Questionnaire(Pearson Product-Moment Correlations)
df
Physical Appearance/sexuality
Satisfaction (Labor and Delivery)
Effect of Pregnancy/Childbirth on Marriage
03
58***
13
42
41
43
***£ < .001
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Satisfaction Wi th Labor and Delivery Experience
Wife responses
.
As shown in Table 12, positive sponse inter-
actions (support, closeness, sharing the experience) was tbe predom-
inant factor cited by women in accounting for their satisfaction
with the labor and delivery experience (reported by 63.2, of cesareans
and 59. U of vaginals)
.
The other factors contributing to satisfaction
.oat frequently cited by women in the vaginal delivery mode group were:
"natural" childbirth; experience was easier than anticipated; endured/
controlled pain. The other factors most frequently cited by women In
the cesarean group were: view of birth as spectacular, regardless of
delivery mode; endured/controlled pain; maintained control (made it
through)
.
Husband responses. For husbands in both delivery groups, the
most frequently cited factors accounting for their satisfaction were
their presence at the delivery, and satisfaction regarding provision
of support, the shared experience, or teamwork with their wives.
Other factors cited included: respect for wife; the miracle of birth;
positive aspects of cesarean (cesarean group only); having a healthy
baby (see Table 13, Appendix H)
.
Disappointment With Labor and Delivery Experience
Wife responses
.
Women who had cesareans reported disappoint-
ments in four basic categories: disappointment about fact of having
a cesarean; disappointment with self; dissatisfaction with hospital/
medical procedures; and having a long/hard labor. Disappointments
cited most frequently by women who had vaginal deliveries were:
65
long, hard labor; disappoint with self; and dlssatlsfaotlon with
hospltal/medical procedures. Pl fty percent of ^^ ^ ^
vaginal births and 15.8% who had cesareans reported that their labor
and delivery experiences were not In any way disappointing (see
Table 14, Appendix „ for co.plete listing and description of response
categories)
.
Husband responses
.
Husbands of women who had cesareans most fre-
quently reported disappointment in the following areas: disappoint-
ment about having a cesarean, and frustration about the long labor.
Husbands of women who had vaginal deliveries most frequently cited
disappointment with hospital procedures (e.g., unable to use birthing
room) and feelings of inadequacy regarding helpfulness. Sixty percent
of the husbands in the vaginal group and 17.6% of the husbands in the
cesarean group reported that the labor and delivery experiences were
not disappointing (see Table 15, Appendix H for complete listing and
descriptions of response categories).
Feelings About Delivery Mode Experienced (Cesarean Versus Vaginal)
Wife responses. All of the women who experienced vaginal deliver-
ies responded to this question with positive feelings about having a
vaginal or "natural" childbirth. The responses of women in the
cesarean group were related to three general categories: positive
aspects of cesarean (47.4%); cesarean viewed as disappointment (36.8%);
cesarean viewed as necessary (63.2%) (see Table 16, Appendix H for com-
plete listing and descriptions of response categories).
Husband responses
. Ninety-five percent of the husbands in the
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vaginal group reported positive feelings about their wives' delivery
"ode (e.g., pleased about having a vaglnal/"natural" delivery;
Pleased about avoiding cesarean delivery; general excl teraent about th.
birth experience). Husbands in the cesarean group most frequently
reported feelings about the cesarean having been necessary, although
they (or their wives) had hoped for a vaginal delivery (40%) (see
Table 17, Appendix H for complete listing and description of response
categories)
.
CHAPTER iv
DISCUSSION
PsZ£hological Impact o^ Cesarean versus Vaginal Childbirth
The results of this study provide evidence that primiparous
women having emergency cesarean deliveries are less satisfied with
their childbirth experiences than women who deliver vaginally. While
numerous previous investigations have reported dissatisfaction on the
part of women experiencing cesarean deliveries, only a few other
studies have empirically documented differences in satisfaction due to
delivery mode (Bradley, Ross, Warnyca, 1983; Cranley, Hedahl, and Pegg,
1983; Marut and Mercer, 1979; Mercer, Hackley, and Bostrom, 1983).
Although level of satisfaction differed for women who had
cesareans and those who had vaginal births, psychological adjustment,
as measured by depression, anxiety, and confidence in mothering was
unrelated to delivery mode for the women in this study. These results
corroborate Bradley, Ross, and Warnyca's (1983) findings.
The lack of group differences in psychological adjustment, for
this sample, immediately following cesarean or vaginal delivery is
particularly important for several reasons. First, public concern
and outcry about possible negative effects of cesarean birth has risen
greatly in recent years. However, relatively little research with
adequate controls is available to assess the legitimacy of various
claims. Second, much of the existing research suggests the possibility
of psychological distress due to cesarean childbirth, but has not
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systematically assessed psychological adjusts in women having
cesarean as compared with those having vaginal deliveries.
Having a cesarean (as opposed to vaginal) delivery may result
in less satisfying birth experiences and unique difficulties for
these women. While women having cesareans were generally less satis-
fied, preliminary exploration suggests that positive spouse interac-
tions are of paramount importance in mitigating women's disappointment
with their birth experiences. It is extremely important to note that
having a cesarean is not predictive of postpartum psychological
distress such as depression, anxiety, or low maternal confidence.
Similarly, women's satisfaction with their childbirth experience is
not associated with their level of depression, anxiety, or confidence
in mothering. Furthermore, delivery mode is not related to one's
general psychological health following childbirth.
Caution is indicated in the interpretation of the current
findings. The particular nature of the study sample may account for
the lack of group differences on measures of psychological distress.
That is, the sample selection criteria and the maternity patient
policies at Baystate Medical Center resulted in the cesarean group
being characterized by many of the factors cited by previous
researchers as predictive of more positive cesarean birth experiences.
For example, husbands were present during the deliveries, the prenatal
childbirth preparation classes included sessions on cesarean delivery,
most mothers had immediate contact with their infants, and all res-
pondents in the cesarean group had regional anaesthesia. In addition,
the study included only relatively healthy mothers and infants, and
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therefore did no, account for the psychological impact of cesarean
births which involve more serious medical complications.
The current evidence suggesting that cesarean and vaginal deliv-
eries do not differentially predict psychological adjustment must be
interpreted in the context of the assessment period. The results
represent respondents' self-report in the early postpartum period.
It is possible that psychological distress due to delivery mode might
not be evident so early after the birth. It may be that, as a woman
integrates her feelings about the birth experience over time, different
emotional responses emerge. In addition, it is possible that following
the combined stress from childbirth and major surgery, women adaptively
deny emotional difficulties. Furthermore, this study did not assess
anticipatory fear prior to the cesarean surgery. Based on Janis'
(1969) work, it could be hypothesized that the women had been
appropriately anxious prior to the surgery, and therefore reduced the
likelihood of emotional disturbance after the cesarean procedure. The
descriptive data suggest that what is foremost on women's minds at this
point is relief over having healthy babies and an understanding of the
cesarean in terms of medical necessity. Longitudinal studies, includ-
ing pre-delivery assessment, are needed to examine group differences
in adjustment over time. The inclusion of interviews as well as ques-
tionnaire components in future studies may result in increased self-
disclosure about problematic reactions to the childbirth experience.
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Maternal Adjustment
Although delivery mode was not associated with maternal adjust-
ment in this sample, several other faetors were predletlve of women's
anxiety, depression, and confidence in mothering In the early post-
partum period. Global marital factors as well as husband anxiety and
various perceptions of the childbirth experience were related to
women's psychological adjustment.
Husband Anxiety
Husband anxiety during the early postpartum period was found
to be an important predictor of maternal adjustment. This finding,
together with Grossman et al.'s (1980) related findings about the role
of husband anxiety prior to labor and delivery and women's psychologi-
cal health at two months postpartum, suggests that husband anxiety is
a particularly important factor in maternal adjustment throughout the
transition to parenthood. In the current study, higher husband anxiety
was associated with women's reporting more anxiety, more depression,
and lower confidence in mothering. Due to the nature of correlational
analyses, it cannot be determined from this study whether the husband's
anxiety influences maternal adjustment, whether the woman's more
troubled emotional state triggers spouse anxiety, or whether a third
factor accounts for both spouses' emotional states.
Nevertheless, regardless of the direction of causality, the
greater husband anxiety evidenced in couples with wives reporting
more psychological distress following childbirth has important ramifi-
cations. As noted previously, husbands play a critical role during
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the birth experience, and to reduce her anxiety so she can effectiyely
-nage during childbirth and subsequent mo thering duties. If the
husband himS elf is anxious, it is unlikely that he^ be ^ ^
successfully fulfill this role. The wi fp -in *in fe, m turn, may be less able
to cope comfortably during the birth and early postpartum period.
The association between husband anxiety and maternal adjustment
has at least two implications for hospital procedure. First, it is
generally accepted that husband presence in the delivery room is
beneficial to women's experience of and coping with labor and delivery.
The current results suggest this may not be true in those cases where
the husband himself is highly anxious. At the very least, his anxiety
may restrict him from offering his wife needed support. Moreover,
when a woman perceives her husband's anxiety, her own anxiety level
(which may be already elevated) may increase. Second, childbirth
preparation classes and nursing staff tend to focus more on women's
needs following childbirth. However, childbirth is stressful for
husbands as well as wives. The early postpartum period may be
particularly difficult for husbands, who usually spend much of this
period alone while their wives remain in the hospital. The importance
of husband anxiety in maternal adjustment highlights the need to attend
to the husband's experiences during childbirth. Interventions should
be aimed both at addressing husband's fears, and enabling him to cope
with his anxiety and thereby more effectively support his wife.
Further research is needed to determine the nature of husbands'
anxiety around the childbirth experience. In this study, husband
anxiety „as not found to be related ^ ^ ^ ^
Pregnancy, labor and delivery experience or about his Mrital re.a-
tionship. While Komen , s anxlety ass()ciated their
about the cbiidbirtb experience and tbeir perceived Mr ttal adjustment
the resuita indicate that husband anxiety raay be related to factors
not assessed in this QtuHv t+ T , i j is dy. It would be interesting to explore whethe
husband anxiety is related to wife's mood or, to concerns regarding bi
role as father and family provider.
Marital Adjustment
All three measures of maternal adjustment were associated with
women's perceptions of the adjustment of their marital relationships.
Following childbirth, women who perceived their marriages more posi-
tively were less anxious and depressed and more confident about their
maternal caretaking abilities. In contrast, maternal adjustment was
unrelated to the husbands' perceptions of their marital adjustment.
The results suggest that cohesion and consensus are among the marital
factors which are particularly relevant to chiLdbirth.
The relationship between women's dyadic adjustment and maternal
adjustment was due primarily to the women's sense of marital consen-
sus and cohesion. This may be understood in the context of hypotheses
regarding the kinds of marital interactions which successfully accom-
plished childbirth requires. In the context of the current sample,
prepared chidbirth and cooperative functioning during labor and
delivery necessitates qualities associated with dyadic consensus and
cohesion, such as feelings of partnership, being supportive, communi-
cation, and Mklng jolnt declslons
, Tn ^
reports of joy about closeness an,, sharing the experience with their
spouses is related to dyadic cohesion. Furthers, shared role
preparations for parenthood require both consensus and cohesion to
discuss and reach decisions about childrearing and other issues
pertaining to parenthood. Therefore, it would be expected that wome „
who experience
.ore cohesion and consensus with their husbands during
the childbirth experience would be less anxious, less depressed, and
more confident in mothering.
The study findings raise questions as to whether perceptions of
cohesion in the early postpartum period reflect the recent spouse
feelings about the childbirth event, or represent a more on-going,
global aspect of the marital relationship. The significant difference
in dyadic cohesion for husbands of women having cesareans as compared
with those who had vaginal deliveries provides possible support for
the former possibility. That is, it may be that the Lower dyadic
cohesion scores for husbands of women having cesareans reflected
feelings of being less united with their wives during labor and
delivery than was the case for husbands who had the opportunity to
participate more activeLy in vaginal deliveries. A more complete
understanding of how marital consensus and cohesion relate to early
postpartum maternal adjustment would require exploration of whether
dyadic cohesion and consensus prior to the labor and delivery experi-
ence is similarly associated with postpartum maternal adjustment.
Childbirth Perceptions
The results suggest that women's anxlptv a „A aie y and depression following
childbirth are related morp me to their perceptions of their husbands'
attitudes regarding various aspects of thP nhii*^ uer r e childbirth experience than
to their own perception, of these issues. Kor exa.ple, „omen who
reported n,ore positive perceptions of hushand attitudes re8ardi„g the
»»„. physical appearance/sexuality, satisfaction with the lahor and
delivery experience, and the effect of the childbirth on the carriage
were less anxious. In contract T7^ Fa *s , wife anxiety was not associated with
her perceptions on these factors.
Similarly, women's depression was related to their perception of
husband satisfaction regarding the childbirth, but unrelated to their
own sense of satisfaction. The only childbirth-related variable on
which the woman's own perception predicted her depression was her
perceived spouse support and the effect of the childbirth on the
marriage. It is interesting to note that this childbirth perception
variable encompasses spouse-related issues moreso than the other two
childbirth perception factors.
Based on these findings and the association between husband
anxiety and both wife anxiety and depression, it appears that women's
anxiety and depression in the early postpartum period is particularly
interpersonal and spouse-related. Especially striking in this regard
is the finding that women's anxiety and depression is associated with
their perceptions of husband satisfaction and husbands' actual satis-
faction with the birth experience, and not related to their own satis-
faction level. Even more puzzling is the finding that, although women
-re generally inaccurate „ their
rf^
regarding the woman's physlcal appearance/sexuality ^ ^ ^
chUdbirtn on the triage, thelr anxlety leveu uere BtmttataM
associated with these erroneous perceptions. These results Land
further support to the criticai roies of merits! factors and women's
perceptions of their husbands in their adjustment following childbirth
Whiie women's childbirth-related self-perceptions were generally
not related to their anxiety or depression, their confidence in
mothering was associated with self-perception.,. Women who felt more
positively about their physical appearance/sexuaiity and about spouse
support and the effect of the childbirth on their carriage were more
confident about their caretaking abiUties. Confidence in mothering
was the only maternal adjustment measure that was not associated with
the women's perception of husband satisfaction and with the husband's
actual satisfaction with the childbirth experience.
This finding suggests that while one's mood state (e.g., anxiety
or depression) may be related to perceived husband disappointment
in the childbirth experience, confidence in mothering is Independent
of feelings specific to satisfaction with the birth experience.
Based on this finding and comparison of intercorre lations between
anxiety, depression, and confidence in mothering, it appears that
confidence in mothering may represent a different construct than
does anxiety and depression in primiparous women following delivery.
Psychophysiological Symptoms
The study findings of associations between number of psychophys-
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iologic.1 Symp toms since dellve ry and wonen , s anxlety> ^
confidence in motheri„g are consistent with f i„dings prevlously
reported in the literatnrpu e. The measure of physical distress utilized
in the study was of limited utility in that it AAA *i-it did not assess severity
of symptomatology. The lark nf ^ffgy. c o differences in amount of symptomatology
found between women having cesareans and those having vaginal deliver-
ies is likely due to this shortcoming. The only physical symptom
which distinguished women having cesareans and those having vaginal
deliveries was the frequency of reported vaginal or abdominal pain.
Women who had cesareans more frequently reported vaginal or abdominal
pain. This is to be expected, given their experience of major
abdominal surgery. In future research, frequency of vaginal or of
abdominal pain should be independently assessed to determine more
specifically the nature of the obtained group difference. Possible
associations between women's satisfaction with the childbirth and
their experience of pain should be further explored. In these studies,
the severity (frequency, duration, and intensity) of symptomatology
should be examined.
Childbirth Perceptions and Marital Adjustment
The results suggest that women's childbirth perceptions of phys-
ical appearance/sexuality and the effect of the pregnancy/childbirth
on their marriage are not associated with maternal depression or
anxiety, but are related to women's dyadic adjustment. These findings
indicate that marital adjustment is a critical predictive factor in
women's perceptions of their childbirth experiences.
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As discussed previously, „oraen , s percfiptions Qf^
attitudes are generally more predlctlve of Mternal ^
anxiety than are women's self-perceptions
. In the case o£ anxlety
where «, s pereeptions of hushand attitudes were in part inaccurate,
it is lmportant to examine possible factors that may account for
women's erroneous beiiefs. First, sociai desirabiiity factors may
have influenced responding. One might also speculate that the dis-
crepancy between women's perceptions of husband attitudes and husbands'
reported attitudes could be due to projection on the part of women, or
denial on the part of their husbands, ^ese possibilities might best
be explored through intensive interviews in which more self-disclosure
could be encouraged.
One alternative explanation is indicated by the associations
found between women's childbirth perceptions and their marital adjust-
ment scores. More positive overall dyadic adjustment in women was
associated with more positive perceptions about their husbands' atti-
tudes on all of the childbirth-related subscales. This suggests that
a woman's belief in what her husband feels about the childbirth experi-
ence may be related to her general perception of their marital rela-
tionship
.
That is, a woman's overall dyadic satisfaction may serve as a
guiding context from which she assesses or interprets her husband's
behavior in specific situations (e.g., the labor and delivery). From
this perspective, women having more positive perceptions of their
marital adjustment tend to perceive their husbands' childbirth-related
perceptions as more positive, and exhibit less anxiety and depression
and more confidence in mothering. ft app£ars ^^
adjustment may mediate psychologlcal adJustment ^
via its effect on her perceptions of her husband's attitudes.
However, there is a second alternative interpretation of the
relationship between dvaH-ir *aa„~+y d c adjustment and women's perceptions of the
husbands' reactions to childbirth Th* ,™ in iao . e women's perception of husband
satisfaction with labor and delivery is more or less accurate. It la
possible that women recognize their husbands' dissatisfaction and that
this negatively colors wife perceptions of husband attitudes regarding
Physical appearance/sexuality, satisfaction with the childbirth, and
the effect of the pregnancy and childbirth on the marriage. Further,
her recognition of this dissatisfaction may lead her to be more
negative on her assessment of their overall marital adjustment.
The limitations of the current correlational data preclude con-
clusive verification of these alternatives. Dyadic adjustment may
mediate childbirth perceptions, or alternatively, childbirth percep-
tions may influence perceptions of the marital relationship. It may
be worth noting that husband's actual perceptions of the woman's
physical appearance/attractiveness, as well as his satisfaction with
the childbirth experience and perceptions regarding the effect of
the pregnancy and childbirth on the marriage are related to his over-
all dyadic adjustment. Once again, questions about the direction of
the relationship must be raised.
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Summary and Conclusions
The major contribution of this research is the empirical documen-
tation that, while primiparous women who have cesareans may be less
satisfied with their childbirth experiences than women having vaginal
deliveries, delivery mode is not related to psychological adjustment
such as anxiety, depression, and confidence in mothering in the early
postpartum period. The marital relationship is a significant aspect
of women's adjustment to childbirth. I„ general, women's perceptions
of their husbands' childbirth-related attitudes are seemingly more
important than women's own perceptions of the childbirth. In addition,
women's dyadic adjustment is highly related to their own perceptions
and husband perceptions of the childbirth experience. Furthermore,
women's adjustment is associated with their husbands' anxiety.
Further research, including assessment of maternal and marital
adjustment prior to labor and delivery, as well as long-term follow-
up to note changes in these factors over time will hopefully contribute
to a better understanding of the precise role of marital factors in
primiparas' adjustment to childbirth. Research utilizing larger
samples is necessary to enable exploration of factors which may sig-
nificantly discriminate correlative relationships between maternal
adjustment and various marital factors in women experiencing cesarean
as compared to vaginal deliveries.
A final word of caution regarding interpretation of reported
results is merited. The findings reported herein must be interpreted
in the context of the current sample characteristics and are limited
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to women's experiences during the early postpartum^
evidence and generations about the psychologlcal lmpact ,f
and vaginai childbirth must aualt futur£ lnvestlgaUons^^
corroborative evidence and, by incorDor.ti.a +u
> y p a ng the suggestions mentioned
above, extend the current findings.
FOOTNOTES
States^"IVlT 8 d t onal^ m?Jrlty ° f M"hS l» «» "nitedCarnegie Council on Child en <^1"» and
those parents adhering to the cultnraf idea or the < ,
eXamlneS
°',ly
family. 1 a i t intact, nuclear
2
Prepared childbirth is considered a less rea+*A n
hat" lTlZ
ahle C°nCeP
!
t0 the
— W ' db\rth"^"tn t it encompasses a broader v1 put nf , UUXJ-aDl , in
minimal medication or medical intervention
Chlldblrth involve
3
It is interesting to note Margaret Mead'* no^m
ssss d^rrtology~
(1983)^d"
ndlng SUPported ln »«*«. Haekley, and Boston's
not a!ana
e
bL
er
foTlKAZ
he hUSbandS ^ d,lld""' *«« «•
6
Subscale items were chosen on an a priori basis rVnnfc***. t.
coefficient alpha reliabilities were then'computed items whl hreduced subscale reliability were deleted.
7
Data based on N = 43.
8
Data based on N = 43.
9
Data based on N = 39.
10
TT ,Unless otherwise noted, all results reported are based on the
entire sample of 44 couples.
11
. .
In the Grossman et al. study, women's mean state-anxiety scores
on the STAI were 34 (eighth month of pregnancy) and 34.34 (two-months
postpartum). The husbands' mean state-anxiety scores were 33.68(eighth-month contract) and 34.68 (two-months postpartum).
12
Belsky, Spanier, and Rovine (1983) reported overall dyadic
adjustment scores during the last trimester of pregnancy (X = 101.4)
and three months postpartum (X = 99.6).
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P P E N D I X
Consent Form
child^ r;n
0
xpe%?e^cT':„d
reS
th
e
r?ran^j?oCn
t 2 2 b^r^ d90 couples will be studied. t sit10 to parenthood. Approximately
to par^e^ou'w^ ffStad Tift* If ^ *™given to you by doctor! students S I!IL°S 3 "uestionnaire packet
ation of your spouse wi 1 a?S £ Ilf 1 *!1?1 P^^ogy. The cooper-
are anticipated in coJductinc ^fcT""^' No risks or Problems
that childbinh a!d ?Se "Xt?on f" rCh ;t H°wever » we cognize
emotional experiences If v« , «
to Parenthood represent very
in any way «ff3?Btf cl^Jhr^S^rorl^n^c^Jes.
"^SlTJUKM ™ther/infant hospital
confidential; your response and ™* ™5<
St
?
d
? ^
U remain completely
be available to any individual^.KLTfMl lnfont,ati°n will not
suggest that you men™™ your parSatIT "^. although we
addition, your responses win P
tlc t0 your obstetrician. In
anyone othJr ttaTS! Soj.il &a rc£r?d £*! >°Ur SP°USe * ° r wlthfying information will Z Zllnlt ! • "° nan,e or other identi-
at any time!^
US6d 1n Planting or discussing the data
i**nL ~Z rererrals should you wish to further discuss anvissues concerning your experience. y
Participant Statement
Participant Signature
Dr. Ronnie Janoff-Bulman Dr. Bonnie Strickland
Department of Psychology
University of Massachusetts
Amherst, MA 01003
545-0662
Or Contact
Max Chorowski, M.D.
Dept. of 0B/GYN
Baystate Medical Center
737-5595
APPENDIX B
Scales and Questionnaires
(Wife Packet)
93
CONGRATULATIONS ON YOUR NEW BABY
We are interested
questionnaires about you? Sough^"^^^^™ 15 - Th ' S packet «»<"»
went through labor) and del ivery and af til 2i< 9 Sre 9nancJ'. ^hor (if you
questionnaire within the ne« 24 'hours „ "V' P fase complete the
the completed paoket and to^\^\^ZT[ZlZl] * t0 PiCk up
TODAY'S DATE
DELIVERY DATE'
INFORMATION ABOUT YOU : AGE
ETHN7C~BaCKGR0UND
EMPLOYMENT
high°school"^acuate' '°
H0RK?
-
IF YES
'
w™
YEARS OF EDUCATION SINCL HIGH SC HOOL
information about your hu sband
•
agt
—
ETHNTOACKGROUND
EMPLOYMENT
HIGH SC 100L GRADUATE ~
YEARS OF EDUCATION SINCL HIGH SCHOOL
OTHER INFORMATION:
NUMBER OF YEARS MARRIED
ANNUAL FAMILY INCOME: J JC^"$1 0,000
$10,000 - $20,000
$20,000 - $30,000
above $30,000
NUMBER OF PREVIOUS MARRIAGES: WIFE HUSBAND
NUMBER OF PREVIOUS CHILDREN: WIFE~ HUSBAND
PREGNANCY & DELIVERY HISTORY :
ROWER CF PREVIOUS PREGNANCIES:
DID YOU /TTEND PREPARED CHILDBIRThTLASSES? YES.
_
NO
IF YES, WHERE? —
NAME OF OBSTETRICIAN
DID YOU EXPERIENCE LABOR? YES RTJ
IF YES, FOR HOW LONG?
TYPE OF DELIVERY: VAGINAL "TF^REAN
WHO ATTENDED THE DELIVERY?
DID YOU PLAN TO USE THE BIR 1H1HG ROOM?
IF YES, DID YOU USE IT?
DID YOU HAVE A: BOY GIRL
~~
HOW MUCH DID (S)HE WEIGHT
TYPE OF FEEDING: BREAST BOTTLE
HOW CLOSE WAS YOUR DELIVERY TO YOUR DUE DATE? (PI ease~Tndi cate if
the delivery was earlier, later, or right on the due date)
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PHYSICAL SYMPTOMS QUESTIQNHAIRF
26. FREQUENT
URINATION
27. CHILLS
28. VAGINAL ITCHING
OR IRRITATION
29. HEARTBURN
30. FLUSHED
FEELING
31. HEARTPOUNDING
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SELF-EVALUATION QUESTIONNAIRE
Developed by Charles D. Spielbercer
in collaboration with
R. L. Gorsuch. R. Lushene, P. R. Vagg. and G. A. Jacobs
STAI Form Y l
DIRECTIONS: A number of statements which people have used 10
describe themselves are given below. Read each statement and then /.
blacken in the appropriate circle to the right of the stau-mem to indi-
, %
cate how you feel nghi now, thai is, at this moment. There are no right r'> r% h,
or wrong answers. Do not spend too much time on any one statement y> . \ **>h r',
but &ive the answer which seems to describe your present feelings best. f< *' ^
1
. I feel calm CO (Jl $ <*>
2. I feci sciure ® ® D 'ii
3. I am tense $ i> D •»
4. 1 feel strained D & D <«•
5. I feel at ease CD ($ 3) 0
6. I feel upset © <D 3> •)
7. 1 am presently worrying over possible misfortunes 3) d> D ^
8. I feet satisfied © © 3 <s>
9. I feel frightened © X 3) 5>
10. I feel comfortable D <D 3)
11. ! feel self-confident 0 ® ©
12. I feel nervous 3) <t D $
13. 1 am jittery 3> <!> 3) Cs)
14. I fee) indecisive 0 ft $ Q
13. I am relaxed D G <» *
16. I feel content m $ D ^
17. I am worried O T 9
1M. I feel confused " < f f *
P.i. I feci steady 0 '* '*»
'JO. I U-el plenum
...
'
11
Consulting Psychologists Press
"i77 Ctillruv Uvihh-, I'uln Vlli*. Ctiinirniu 'll'HMi
an La rcgna ncy
During pregnancy many women, but ret n r *
child and themselves as now rrother- <o'Ln u ' i
antaciZC about th«ir future
Pleasant fantasies and so.e 2r iolZnl one- In
d
°J*
nt*2iz
°
° aen hav« »«
be asked whether (and hou cfW vll L^?' , hiS qucstlonnairc - W -Ul
ative fantasies of yourself and 'your EE *T hf
3^^ T!'' and neg"P°'itivo fantasy-images are thosfW Zu elLTlJlZ^^ t*^'lh Q imare of a healthv omilina „ !! y xperienced as pleasant (such as
like MeiL *° ™ ? fantasy i^os fuhich involve sensation.,
, M ' £ feeling , not your thoughts. For example, you may have^P^hi, I'd like to have a girl." What ue are interested in whether you fant.a-
Lu l'hlP^iri0r ..TfeHlt 1 y?"rSelr } haVlng a bab* AnothGr -aople'of aibfl^Ji WOQld-be, "I didn't want to have a Cesarean." A fantasv-inm™ uould be,
vag^
a
dLn
C
:e
U
"-;f mySeif ^ 1 r^ Farth 1 -uld only imagine a'
X
-
In the ^onth nrior to d«?1 ivory
r did you experience any
A # positive fantasy-images
1. of yourself ? never once or twice several times
2. of your baby? never once or tuice several times
If you experienced one or more positive imaees, please describe the* below;
neutral fantasy-images
1. of yourself? never once or twice several times
2. of your baby? never once or twice several times
If you experienced one or more neutral images, please describe them below:
C. normative fantasy-i nia^cs
1. of yourself? never once or twice ccveral times
i?« of your baby? m.'vof once or twice several timer,
If you ».'X{ (irionco'l w*io <>r morr- rif'jviLivti Images, plcam.- doscrLbr then bclcu:
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IU
f
r1nfT " w:/° r "^"^ did ygU oxporiancn any
'V. positive fantasy-images
1« of yourself? never ™~
5 .
C oncc or twiw several times
oi your baby? nevrr
Tr , .
C oncu or tu"e several timos
i-l you experienced one or more noHH»» * ,••ore positive images, please describe Lhcm belou:
B. neutral fantasy-images
1. of yourself? never once or twice several tines
2. of your baby? ncver once Qr twice
_
^ —
If you experienced one or .ore neutral i tnaGes, please describe them belou:
Cm negative fantasy-images
U of yourself? never
_ once or twice several ti.es
_
2. of your baby? never
_ once or twice several ti.es
_If you experienced one or .ore negative images, please describe then belou
HI. Since delivery, have you experienced any
A. positive fantasy-images
1. of yourself? never once or twice several times
2. of your baby? never once or twice several tines
If you experienced one or more positive images,
-please describe them below:
F3. nrut.n I fantasy-images
1. of yourself? never onco or Lwicu several timos
Of your baby? never once or twice Several limes
n
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!V! C V
C. n^ati vo fantasy- i ;..a,f;c3
1. of yourself? r.over
2. of your baby never
once or twice
once or twice
„
several Limes
several times
If ycu experienced one or ore negative i-a-ec, please describe them below
Cici your fantasies before labor ana/or delivery match your actual experience
(For example, if you imagined a baby girl., did ycu have a girl? Or, if you
imagined yourself leaving a Cesarean, lid you? etc.)
A, Please describe the fantasies tliat matched the actual experience
1 • of yourself:
2. of your baby
3, Please describe the fantasies that did net ^ateh the actual cxperierv
1 • uf yourself:
2, of your caby
Please feel free to add any ccttnicr.ts that you think would be of interest
CHILDBIRTH PERCEPTIONS QUESTIONNAIRE
The following questions ask you about your own fMiinac *n<i *k«..* u
you think your husband feels. It Is l^ortiS t!5 £'£5 J2r SSt5"0nyour omi opinions, without asking your husband about his""cations
each StStSi?-?^ f0llr 1 " r"P°n<11 "9 ^ the questions' .Tow. For*tateaent below, choose the answer which best describes how you fe.1
1 agree completely
2 - agree on the whole
3 - agree slightly
4 - disagree slightly
5 • disagree on the whole
6 - disagree completely
1 f8#1 satisfied about conduct during labor and delivery.
2 « 1 l0»* control of myself emotionally during labor.
3. I feel that I did not deal with the physical pain during labor as
well as other womerTTo.
4#
I i^
1* * hu$btnd f€tls satisfied about my conduct during labor and
del 1 very
.
1 f*!t embarrassed about ny physical appearance during
pregnancy.
6
-
1 M satisfied with the way I delivered (vaginal or cesarean).
__
7. I am concerned that I will not be as physically attractive as I
wis before I had a baby.
3. As a result of my childbirth experience, my self-respect has gone
up.
9. Sexual activity or desire frequently decreases for the first 6-8
weeks after delivery. I worry about how this will affect the next
few months.
10* 1 think my husband felt emotionally close to me during labor.
.
11
* 1 think my husband is satisfied with the amount of drugs/medication
I used during labor and delivery.
It. I think my husband feels the experience of pregnancy has
strengthened our relationship.
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I = agree completely
I ' agree on the whole
3 * agree si Ightly
4 » disagree slightly
5 » disagree on the whole
6 disagree completely
-
"*
«J:Me^.!!
USb4nd
**' 4Mrt of * «"* the childbirth
~
,4
'
1 d1$*M">">t.d «b«t „ conduct during labor and delivery.
_
15. I felt emotionally close to *y husband during labor.
~
' ilS
1
J h5bS5?r1tnct °f VWncy has strengthened my relationship
-
,7
- unas ToTriircx*" * «» .
" chllSSrS S5SL5 1W C°nf1denC* ,n - 4 T*t of our
_
20. I was satisfied with how much control r k.
during ry childbirth.
1 1 had ov,r visions aade
_
21
.
I think iqy husband thought that th* i«tw>r »~< 4.11
easier for m than they were, delivery would be
22. I think my husband felt ha *>< »~._
childbirth experience/ °f * dur1n9 »•
*' fcg* "* hUrtMd »« ""sfled with ho. w. c-wnlcated during
24
- * « <«
•
25
' h«ita~iJ5SJS! " dur1n' *• «y
•in aSS £ SSv-i 2„S$r ftust,lnd w"t1m ho- ™«
2?
* {«ll
,ai2??^ *• -0""1 °f I used during
28
- &SS 38 <n S- *» 1 on *
29
' !££ SEA! SS'Jp!' our ch1,db1rth exper1e-- * >«"-•"
"* IFJSSSJSnX ,abor 4,1,1 de,1very 1 0,,nk * husb4M ,s
1 a agree compl etel
y
2 agree on the whole
3 agree slightly
4 disagree slightly
5 disagree on the whole
6 disagree completely
31. I aa disappointed by my childbirth experience.
32. I think my husband feels he is spending as much time as he
possibly can visiting me In the hospital.
33. As a result of the labor and delivery experience, I feel I do not
cope very well with pain.
34. I think my husband 1s satisfied with the way I delivered (vaginal
or cesarean).
35. I think the experience of pregnancy has hurt my relationship with
my husband.
36
• L^LSK IS! hu,ban<l « helpful as he could have been duringthe childbirth experience.
37. I think my husband felt embarrassed about my physical
appearance during pregnancy.
38. I think my husband Is disappointed by my childbirth experience.
39. I aa satisfied with how my husband and I communicated during labor.
40. I felt eabarrassed about my physical appearance during labor and
delivery.
41. I think my husband feels the experience of pregnancy has hurt our
relationship.
42. I think my husband was satisfied with how ouch control he had over
decisions made during my childbirth.
43. I thought that the labor and delivery would be easier for me than
they were.
44. I think my husband felt eabarrassed about my physical appearance
during labor and delivery.
45. Sexual activity or desire frequently decreases for the first 6-8
weeks after delivery. I worry about how this will affect our
marriage in the long run.
46. I think my husband feels that I could not have done as well
during the childbirth without his assistance.
47. I think my husband thought I lost control of myself emotionally
during labor.
48. I think the baby will have a good effect on our marriage.
49. I think my husband thought that I did not deal with the physical
pain during labor as well as other women do.
102
1 » agree completely
2 agree on the whole
3 • agree slightly
4 disagree slightly
5 • disagree on the whole
6 » disagree completely
S2. I^did thin,, during laoor an<1 ^ J u nm e-urrMJ-d
«S325.7
VtMIS6*nd th1nkS h"« 900d effect on our
55
' SEi^Sl^SI fr^«-"'y decrease, for the first 6-8d,Hw». I think my husband
-orrles about how thisHill afftct our relationship in the long nrn.
56
'
«i
,
'i*t«rJ
,I*5*,Kt *«t * conduct during labor
57. As a result of my childbirth experience I rati less self-confident.
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n^t^e^^SS 1^
1
^^^^^^^?^0?^
0
"
C
f
11dbl>th have
Please describe your experiences « LI w", F° r the fol1ow^g questions
satisfied about Jane as ects
'their l^ZSlll* yTSin ' M"t women ? elaspects. Please answer as honest? s can dlsa PP°inted about otherdisappointments. y you about your satisfactions and
1. In what ways was the labor and delivery a ^h^,-for your husband? a nve satisfy! ng experience for you?
2.
3.
t7ol7ulZl'he ^ ' minting experience for you?
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Dyadic Adjustment Scale
Most persons have disagreements in their relationships. Please indict ^inwthe approximate ex tent of agreement or disagreement between JS! d ourpartner for each item on the following list. 7
1. Handling family finances
2. Matters of recreation
3. Rel igious matters
4. Demonstrations of affection
5. Friends
6. Sex relations
7. Conventionality (correct or
proper behavior)
8. Philosophy of 1 ife
9. Ways of dealing with parents
or inlaws
10. Aims, goals, and things
bel leved important
11. Amount of time spent together
12. Making major decisions
13. Household tasks
14. Leisure time interests and
activities
15. Career decisions
Ml th« Host of often
jlat- in^5 thin not ygfrUj gart!y w
16. How often do you discuss or have you
considered divorce, separation, or
terminating your relationship?
17. How often do you or your mate leave —
—
the house after a fight?
18. In general, how often do you think
that things between you and your
partner are going well?
19. Do you confide in your mate?
20. Do you ever regret that you married?
21. How often do you and your partner
quarrel
?
22. How often do you and your mate get
on each other's nerves?
23. Do you kiss your mate?
24. Do you and your mate engage in
outside interests together?
How often would you say the following events occur between you and your mate?
Ltt$ than Once jr Once or
onet a twice j twice a
'
r * *ore
>lf vt* r month, month wfflj .'jy often
25. Have a stimulating exchange
of ideas
26. Laugh together
27. Calmly discuss something
28. Work together on a project
[!• Indlcat e ^.either item below caused differences of opinions or wereproblems In your relat 10 nsh lp during the past few weeks. (Check yes or no)
29. Being too tired for
30. Not showing love
YES NO
sex
31. The dots on the following line represent different decrees of haDoiness Inyour relationship. The middle point, "happy" represents thelegrVof
"
happiness of most relationships. Please circle the dot which best describesthe degree of happiness, all things considered, of your relationship.
0
Cxtrene I y
Unhappy
l
Felr-ly
Unhappy
A little
Unhappy
Happy Very
Happy
Extrtnel
Happy
Perfect
32. Which of the following statements best describes how you feel about the
future of your relationship?
1 want desperately for my relationship to succeed, and would go to
almost any length to see that 1t does.
!
want very much for my relationship to succeed, and will do all that
I can to see that It does .
I want very much for my relationship to succeed, and will do my fair
share to see that 1t does.
It would be nice If my relationship succeeded, but I can't do much
more than I am doing now to help it succeed. •
It would be nice if it succeeded, but I refuse to do any more than I
am doing now to keep the relationship goTng^
My relationship can never succeed, and there is no more that I can do
to keep the relationship going.
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CHECK LIST
DACL FORM 8
By Bernard Lubin
Name Age 3m
Oats Highest grade completed In school
DIRECTIONS: Below you will find words which describe different kinds of moods
and feelings. Check the words which describe How You Feel Now - - Today
. Some
of the words may sound alike, but we want you to check all the words that describe
your feelings. Work rapidly and check aU of the words which describe how you
feel today.
I. Downhearted 17. Clean
2. Lively 18. Dispirited
3. Unfeeling 19. Moody
4.D Alone 20. Pleased
s. Unhappy 21. Dead
6. AUft 22. Sorrowful
t.o Terrible) 23. Bleak
8. Poor 24. Light
•. Forlorn 25. Morbid
10. Alert 26. Heavy - hearted
11. Exhausted 27. Easy-going
12. Heartsick 28. Gray
13. Bright 29. Melancholy
14. Glum 30. Hopeful
15. Desolate 31. Mashed
16. Composed 32. Unlucky
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SELF-REPORT fNVTI.'TQRY
Please note how accurately the folloving statements describe hov
you feel. Read each itea carefully and when you are sure you under-
stand it, indicate your answer by drawing a circle around the answer
which best expresses the degree to which the Statement is true for you
Hate each statement as follows:
SL MI UN mt CT
Completely Mainly Uncertain or Mainly Completely
False False Neither True True
or False
True
For example, circle CF if you feel that statement is completely
false, circle MF if the statement is mainly false, circle MT if the
statement is mainly true, and circle CT if the statement is completely
true. If you are uncertain or feel that the statement is neither true
nor false, then circle UN.
Please ansver each item as honestly as you can, and work rapidly
e.s first iu/pres* ions are as gcod as any. Try to ansver every quertr.on,.
and if in doubt, circle the ansver which comes closest to expressing
your feelings. Although some of the statements seem to "be similar,
they are not identical, and should be rated separately. All of your
ansvers vill be treated with complete confidentiality. There are no
right or wrong answers, so please answer according to your own feelings*
If you have any questions or comments to make, please feel free to note
them at the end of the questionnaire. Your comments are very much
appreciated.
Thank you very much
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CF ...j
Completely Mainly Uncer^'L n, M (;T
or False ue
1. I feel confident about being able toknew what my baby wants. "
CF w m wj ^
2. think that I will be a rood mother. CF MF UN MT CT
3. I am confident that I will have a clos-
and warm relationship with my baby. ' CF MF UN MT CT
4. I feel reasonably competent in takinq
care of my new baby. rc ... ,CF MF UN MT CT
5. In general, I don't worry about my ownheaun interfering with my ability to
care for my baby.7 y CF MF UN MT CT
6. I doubt that I will be able to satisfy
my baby's emotional needs. ' CF MF m m QJ
7. I often worry that I may be forgetful
and cause something bad to happen to
mybaby
' CF MF UN MT CT
8. I have mixed feelings about being a mother. CF MF UN MT CT
9. I feel emotionally prepared to take good
care of my baby. CF ff UN m CJ
10. I am enthusiastic about taking respon-
sibility for caring for my baby. CF MF UN MT CT
11. I worry that I will not know what to do
if my baby gets sick. CF MF
12. I feel that I have lots of love to give
to qy baby. cr w
13. I am frightened about all the day-to-day
responsibilities of having to caro for
my baby.
CF
14. I fpel sonewrat anxious about all the
things a mother must do. CF MF UN MT CT
15. I worry alout being able to fulfill niy
baby's emotional ncvis. CP »«c rr
16. I have no anxieties about all the thing:
mothers havo t" rh. *r
t |T r-j
UN MT CT
UN MT CT
MF UN MT CT
Ill
help srawB sSeS^^jsm s^R?ScDh^°^rR?spoNsEs ™™PARENTHOOD. IF YOU WOULD LMF I cEmE! 2 ™i EP AND THE TRANSITION TO
AFTER THE STUDY IS COMPLETED^ CHECK^Iere
E STUDY FIN ° INGS MAILED T0 Y0U
NEXT FO^ T° BE C °N™™ WITHIN THE
NAME
ADDRESS
PHONE
APPENDIX C
les and Questionnaires
(Husband Packet)
113
LIFE EVENTS QUESTIONNAIRE
Do not
mark here
a lot less
8
\ 9
10
11.
.18.
.19.
20.
'21.
22.
24.
"25.
"26.
27.
"28.
29.
30.
. Marriage
.
Troubles with the boss
' §2Elh
t
l5
n in Jail or other institution
ueatn of spouse
sleeo" 'J;"?!.
1
"
Sleep1n9 habUs (a lot more or
SlfJE* 5 T
nge 1n part of da* when asleep)Death of a close family member
f^r^iS96 in eating habits (a lo * more or a lot less
-eciosTr^ora^t^^oTforn 31 ^ °'~^
Uons!°e
n
tO
PerS °nal h3bitS {dr6SS
'
manners
«
associa -
Death of a close friend
Minor violations of the law (e.g. traffic tickets jaywalking, disturbing the peace, etc )
LU-* «. W
Outstanding personal achievement
Pregnancy
s«L
c
srf??c;: t£ heam °r beha»<- °f • ™*—«
In-law troubles
io
J
t
o
b
r
e
c
t?^ frth
f
:n^,
state (e - 9 - a iot "°rse
°
ff * a
Change in residence
Son or daughter leaving home (e.g. marriage, attending
college, etc.) *
Marital separation from mate
srt&!!\ church actf,1t1" ,e - 9 - a lot " • '»<
Marital reconciliation with mate
Being fired from work
Divorce
Changing to a different line of work
Major change in the number of arguments with spouse (e g
either a lot more or a lot less than usual regarding
childrearing, personal habits, etc.)
Major change in responsibilities at work (e.g. promotion,
demotion, lateral transfer)
Wife beginning or ceasing work outside the home
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31. Major change in working hours or conditions
32. Major change in type and/or amount of recreation
"
I hll
9
°k
a
.
mort9a 9e greater than $10,000 (e.g. purchasing
a home, business, etc.) y
.34. Taking on a mortgage or loan less than $10,000 (e apurchasing a car, TV, freezer, etc.) 9
'
43. Major personal injury or illness
bank?up?cy
ne
etc
r
)
adJUStInent (6 * 9
'
mer9er> reor9anizat1on
.
.38. Major change in living conditions (e.g. building a new
10 d^* remod!lln 9. deterioraton of home or neighborhood)
.39. Retirement from work
.40. Vacation
41. Christmas
42. Changing to a new school
43. Beginning or ceasing formal schooling
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CHILDBIRTH PFRP.FPTTnuK QUESTIONNAIRE
each si!£L£SP°sd t0 2!" fo11ow1 "9 questions using the scale below For
Place S^^J*00" a?wer "Mch bes < describes hw you feel :
without uiSfzi^w7f.ToST.r"e;?.;??oS!nt that you^ ««
1 agree completely
2 • agree on the whole
3 agree slightly
* disagree slightly
5 « disagree on the whole
6 " disagree completely
'*
anJ
ee
oil!v.
t
ry
n,<1
*
*1fe ' S C°"dUCt +«*
—
2
'
^u^!ng
Jc
lSo?!
f, l0$t contro' of herse,f »°t10"«"y
during labor as wtll as othtr wonn do.
_
5. I m satisfied with the way ay wife delivered (vaginal
or cesarean)* *
-
6
-
1J" concerned thet my wife will not be as physically
attractive as she was before she had a baby.
m 7. As a result of the childbirth experience, my respect
for my wife has gone up.
_8. Sexual activity or desire frequently decreases for the
first 6-3 weeds after delivery. I worry about how this
will affect the next few months.
-
9
" LJflS j?" 1 *fs aw,re of w1f*' s ***** ^r1ng thechildbirth experience.
JO. I feel disappointed about my wife's conduct during
labor and delivery.
11. I felt emotionally close to ray wife during labor.
#12. I think the experience of pregnancy has strengthened
ray relationship with my wife.
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1 = agree comoletely
2 agree on the whole
3 3 agree slightly
* - disagree slightly
5 > disagree on the whole
6 « disagree completely
J3 ' L^4«at1S,1ed * 1th h0" ""trol I had overdecisions made during my wife's childbirth?
J4
' SUSS S mlSaSS:^ " dUH "5 the childbirth
J5
' *2 E^m^JfiSSS* « wife
J6
- IXffSSttSW^ >» a bad
J7. I a» disappointed by my wife's childbirth experience.
.18. As a result of the labor and delivery experience I feelV wife does not cope very well *WfST
•
2
°" Ta"t<tf1td Wlth h~ * -1fe wd 1 <=«™*cattd during
Jim I felt embarrassed about my wife's physical appearanceduring labor and delivery. w ,w'
-
a
' SSJTIJJS 2,?t,1pt f«'y dtcreases for the first6-8 weeks after delivery. I worry about how this will
affect our marriage In the long run.
_23. I think the baby will have a good effect on our marriage.
-
24
*
"Lwffe iU tn1n9» during labor and delivery that I aa nowembarrassed by.
JSm I was satisfied with the relationship I had with the
doctor during labor and delivery.
.26. As a result of the childbirth experience I have less
confidence In my wife.
27. I think the experience of pregnancy has hurt my relationship
with my wife.
28. I thought the labor and delivery would be easier for my wife
than they were.
29. I am spending as much time as I possibly can visiting
my wife in the hospital.
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Dyadic Adjustment Scale
kClvtiq:;;/!]!' r. L.s r ;r:.:.#Mi<[
;.'ost persons have disagreements in their relationships. Please indicate belowthe approximate extent of agreement or disagreement between you III Allpartner for each item on the following list.
1. Hanoi ing family finances
2. Matters of recreation
3. Religious matters
4. Demonstrations of affection
5. Friends
6. Sex relations
7. Conventionality (correct or
proper behavior)
8. Philosophy of 1 ife
9. Ways of dealing with parents
or inlaws
10. Aims, goals, and things
believed important
11. Amount of time spent together
12. Making major decisions
13. Household tasks
14. Leisure time interests and
activities
15. Career decisions
Almo\
t
A i «a / $
3cei-
Qjtntl/ Always AUayj
Ml tfitt Hoct of often c-ci.
_I^3_ tSS time tjMjOt i!iMl'
r Barely N»er
16. How often do you discuss or have you
considered divorce, separation, or
terminating your relationship?
17. How often do you or your mate leave
the house after a fight?
18. In general, how often do you think
that things between you and your
partner are going well?
19. Do you confide in your mate?
20. Do you ever regret that you married?
21. How often do you and your partner
quarrel ?
22. How often do you and your mate get
on each other's nerves?
l< r
23. Ho you kiss ycur mate?
21. Go you and yr.ur Tito ••nfj.vjo in
outside interests together?
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How often would you say the following events occur between you and your mate?
Less than Once jr Once op
once a twice a twice j Cnce a More
l£ver month month week isy often
25. Have a stimulating exchange
of ideas
26. Laugh together
27. Calmly discuss something
28. Work together on a project
These are some things about which couples sometimes agree and sometimesdisagree. Indicate if either item below caused differences ofTpinion or wereproblems in your relationship during the past few weeks. (Check yes or no)
29. Being too tired for
30. Not showing love
YES NO
sex
31. The dots on the following line represent different degrees of happiness inyour relationship. The middle point, "happy" represents the degree of
happiness of most relationships. Please circle the dot which best describes
the degree of happiness, all things considered, of your relationship.
0
Extremely
Unhappy
1
-5
Fairly
Unhappy
A untie
Unhappy
Happy Very
Happy
Extremel y
Hippy
Perfect
32. Which of the following statements best describes how you feel about the
future of your relationship?
I desperately for my relationship to succeed, and would go to
almost any length to see that it does.
I want very much for my relationship to succeed, and will do all that
I can to see that It does .
I want very much for my relationship to succeed, and will do my fair
share to see that It does.
It would be nice 1f my relationship succeeded, but I can't do much
more than I am doing now to help it succeed.
It would be nice if it succeeded, but I refuse to do any more than I
am doing now to keep the relationship going.
My relationship can never succeed, and there is no more that I can do
to keep the relationship going.
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SELF-EVALUATION QUESTIONNAIRE
Developed by Charles D. Spiclbergcr
_
m volUhoiauon *.cJiL G°nuch
-
Lw»*ne. P. R. Vagg, and G. A. Jacobs
STA I Form Y-l
S*7! ? t, numbCT of slaiemcmi wh,chw^^ to
or wrong answers. Do noi spend too much time on any one^em™ *'/ %but grve the answer which seems to desenbe your present fZ£?£. "v \ \ \
1. I feel calm
V (ft ^ ©
2. I feel secure
....
<0 © 0) ©
3. I am tense
© © r» ®
4. I fed strained
© © <i) <s>
5. I feel at ease
© © © ®
6. I feel upset
© © © ©
7. I am presently worrying over possible m.sfortunes 3 3 ^ 0
8. I feel satisfied
© © © ©
9. I fed frightened
© © © ©
10. I feel comfortable
.
.
© © © ©
11. I feel self-confident
© © © ©
12. I fed nervous
-© © © ©
15. 1 am jittery ^J 7 © © © ©
14. I fed indecisive ^ ^ _
: © © © 0
Ift. I am relaxed ^ * * ~© © © ©
1 6. I ttx*l content
_ ^© © .10 t?»
1 7. 1 am worried .... ~© © © ®
18. I feel confused ^ _© © © ©
VJ
-
ffl r» *
211 I led iileiuiiui
" 'i 1 «>
Consulting Psychologists Press
r
.77 t:»llrsr Avrnur. I»al» Alio. California 'MIlHi
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helpK experience'and0theRtransitionHtoLD
next r™
S
ro^s
E
SE
H
FS^P I i N^T?or iNG T° BE C°NTACTED " ITHIN THE
NAME
ADDRESS
PHONE
APPENDIX D
Medical Information Form
122
J
'
Labor complication?
5. Delivery complication?
6. APGAR
10 Baby received by (nursery!
11. Cesarean or Vaginal?
if Cesarean, reason'
}9
" Uesarean
-
Planned or unpliHHe^
12. Hours of Labor
13
.
Address:
l2*. Phone:
15. Other:
OBSTETRICIAN, permission has been obtained from
Baez
Barton & Hill ( B & H) -
Brownstein —
Burke
Cahill _
Carpenter —
Clark (of VOGA) —
Charles
FOE (Egan, Fitzpatrick, oVieill) —Doney '
HCGO _
Hollander —
the 1 ollowing:
Kenler
Giraud
M£D WEST
Olney
Shifrin
Sorrentino
Zadvorny
Van Oeyen
Epstein
Haddad
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APPENDIX E
Childbirth Perceptions Questionnaire Subscales
1Wife Percep t ion
Theoretical Range: 5 to 30
Sample X: 11.16, SD = 4.7, Range: 5 to 28
5
40
I felt embarrassed about my physlcal appearance^
leltltr;
mharraSSed ab°Ut
^ PhySiCal during labor and
?
- Lrbe
C
f
0
o
n
r
C
e
er
rnad
h
a
at
bab;
U1
°* * " —ive as 1
9. Sexual activity or desire frequently decreases for the first 6-8
:^%Tz^eiy - 1 worry about h- **• -
45. Sexual activity or desire frequently decreases for the first 6-8weeks after delivery. I worry about how this will affect ourmarriage in the long run.
Wife Perception of Husband Attitude
Theoretical Range: 5 to 30
Sample X: 9.52, SD = 4.35, Range: 5 to 22
37. I think my husband felt embarrassed about my physical appearanceduring pregnancy.
44. I think my husband felt embarrassed about my physical appearance
during labor and delivery.
19. I think my husband is concerned that I will not be as physically
attractive as I was before I had a baby.
26. Sexual activity or desire frequently decreases for the first 6-8
weeks after delivery. I think my husband worries about how this
will affect the next few months.
55. Sexual activity or desire frequently decreases for the first 6-8
weeks after delivery. I think my husband worries about how this
will affect our relationship in the long run.
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Husband Attitude
Theoretical Range: 5 to 30
Sample X: 7.45, SD = 3.0, Range: 5 to 15
4. I felt embarrassed about my wife'*;
pregnancy.
7 S Physical appearance during
6. I am concerned that my wife will not h» ae «», -i i -.
as she was before she had a baby.
P^ically attractive
8. Sexual activity or desire frequently decreases for the first 6-8
L^^L"^.^0" * Wlfe ' S ~—
22
'
^"L 01 dSSire frecluently decreases for the first 6-8weeks after delivery. I worry about how this will affect our
marriage in the long run.
Satisfaction With Labor and Delivery Experience
Wife Perception
Theoretical Range: 13 to 78
Sample X: 29.21, SD = 10.7, Range: 13 to 59
1. I feel satisfied about my conduct during labor and delivery.
2. I lost control of myself emotionally during labor.
3. I feel that I did not deal with the physical pain during labor
as well as other women do.
6. I am satisfied with the way I delivered (vaginal or cesarean)
.
8. As a result of my childbirth experience, my self-respect has
gone up.
14. I feel disappointed about my conduct during labor and delivery.
20. I was satisfied with how much control I had over decisions made
during my childbirth.
27. I am satisfied with the amount of drugs/medication I used during
labor and delivery.
31. I am disappointed by my childbirth experience.
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33. As a result of the labor and delivery experience I fee l I Anot cope very well with pain. 1 1 do
43, itz; iabor and -« - te me
52. I did things during labor and deliverv that T am
by.
a ± y I am now embarrassed
ss self-confident
57. As a result of my childbirth experience I feel le
Wife Perception of Husband Attitude
Theoretical Range: 12 to 72
Sample X: 20.12, SD 7.5, Range: 12 to 55
4
* LTTJl±7ery
U
.
Shand^ **** C°ndUCt durin*
47. I think my husband thought I lost control of myself emotionallyduring labor. y
49. I think my husband thought that I did not deal with the physicalpain during labor as well as other women do.
34. I think my husband is satisifed with the way I delivered
(vaginal or cesarean)
.
29. I think that, as a result of our childbirth experience, my
husband's respect for me has gone up.
56. I think my husband feels disappointed about my conduct during
labor and delivery.
11. I think my husband is satisfied with the amount of drugs/
medication I used during labor and delivery.
38. I think my husband is disappointed with my childbirth experience.
50. As a result of the labor and delivery experience, I think my
husband felt that I don't cope very well with pain.
21. I think my husband thought that the labor and delivery would be
easier for me than they were.
30. I did things during labor and delivery that I think my husband
is now embarrassed by.
18. I think my husband has less confidence in me, as a result of our
childbirth experience.
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Husband Perception
Theoretical Range: 11 to 66
Sample X: 16.5, SD = 4.6, Range: 11 to 28
1. I feel satisfied with my wife's conduct during labor and delivery.
2. I think my wife lost control of herself emotionally during labor.
3. I think my wife did not deal with the physical pain during laboras well as other women do.
c
5. I am satisfied with the way my wife delivered (vaginal orcesarean)
.
&
10
* delivery
13315150111
'^ ^
Wif6 ' S C°ndUCt during labor and
15. I am satisfied with the amount of drugs/medication my wife usedduring labor and delivery.
17. I am disappointed by my wife's childbirth experience.
18. As a result of the labor and delivery experience, I feel my
wife does not cope very well with pain.
28. I thought the labor and delivery would be easier for my wife
than they were.
24. My wife did things during labor and delivery that I am now
embarrassed by.
26. As a result of the childbirth experience I have less confidence
in my wife.
Effect of Pregnancy and Childbirth on Marriage
Wife Perception
Theoretical Range: 9 to 54
Sample X: 12.84, SD = 4.8, Range: 9 to 32
13. I felt my husband was aware of my needs during the childbirth
experience
.
15. I felt emotionally close to my husband during labor.
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28. I am worried that the baby will in some hon my relationship with my husband.
d 6ffeCt
wit^my L
h
s
e
ba
e
nS!
rlenCe
°
f Pr68nanCy
* relationship
36. I feel that my husband was as helpful as he could have beenduring the childbirth experience.
39
'
Lbor
SatiSfied W±th
^
hUSband ^ 1 COmmuni^ted during
48. I think the baby will have a good effect on our marriage.
58. My husband is spending as much time as he possibly can visiting
me in the hospital. 6
Wife Perception of Husband Attitude
Theoretical Range: 9 to 54
Sample X: 13.14, SD = 3.9, Range: 9 to 24
10. I think my husband felt emotionally close to me during labor.
12. I think my husband feels the experience of pregnancy has
strengthened our relationship.
17. I think my husband is worried that the baby will in some ways
have a bad effect on our relationship.
22. I think my husband felt he was aware of my needs during the
childbirth experience.
23. I think my husband is satisfied with how we communicated during
labor
.
32. I think my husband feels he is spending as much time as he
possibly can visiting me in the hospital.
41. I think my husband feels the experience of pregnancy has hurt
our relationship.
51. I think my husband feels that he was as helpful as he could have
been during the childbirth experience.
53. I think my husband thinks the baby will have a good effect on our
marriage
.
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Husband Attitude
Theoretical Range: 9 to 54
Sample X : 12.68, SD = 3.4, Range: 9 to 23
9. I think that I was aware of mv ,rif 0 i„ , ,
experience.
Wlfe S needs dur^8 the childbirth
11. I felt emotionally close to my wife during labor.
12
- L^iStnrsz: of pregnancy has stre~d -
^i^oX^ :ife. in some ways have * « •«•«
21
'
with'my w^e !
XPerienCe
°
f Pr68nanCy
^ relationship
19
' V^.^f 1 38 h6lpful aS 1 COuld have b^n during thechildbirth experience. 8
20. I am satisfied with how my wife and I communicated during labor.
23. I think the baby will have a good effect on our marriage.
29. I am spending as much time as I possibly can visiting my wifem the hospital.
16
APPENDIX F
Dyadic Adjustment Scale: Subscale Items
Dyadic Consensus: 1, 2, 3, 5, 7, 8, 9, 10,
11, 12, 13, 14, 15
Dyadic Cohesion: 24, 25, 26, 27, 28
Affectional Expression: 4, 6, 29, 30
Dyadic Satisfaction: 16, 17, 18, 19, 20, 21,
22, 23, 31, 32
APPENDIX G
Diagnostic Categories of Cesarean Birth
the Study Sample
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(U. S. Department of Health I u o °
U Cesarean ChildbirthF i r
-Lth and Human Services, 1981).
Dystocia
Progress characterized by abnormal
as isolated events or in c^LT^S*
:
^
1. abnormalities of the eternal birth canal which may forman obstacle to descent of the fetal presenting pari;
2. abnormalities in presentation or position of the fetusor related to congenital anomalies of fetal development; and
3. abnormalities of the forces of labor, including uterine
contractions that occur either infrequently or withinsufficient strength to overcome the normal resistance
of the maternal birth canal" (p. 331).
Breech Presentation
"The large fetus presenting as breech, the fetus presenting as
TfmPtl?L°r* fOOUin? breec^' and the ^tus with marked hyperextensiono he head presenting as breech, have a better outcome if deliveredby cesarean birth" (p. 13).
Fetal Distress
"Fetal distress during labor is a condition resulting from
inadequate fetal oxygen supply and carbon dioxide removal, which
produce fetal acidosis. Operationally, fetal distress is defined by
clinical signs found during labor. These may include:
(1) passage of or the presence of meconium;
(2) bradycardia (fetal heart rate less than 100 beats per
minute)
;
(3) absence of or diminished beat-to-beat variability, as mea-
sured by electronic fetal heart rate monitoring (internal);
(4) late decelerations of fetal heart rate;
(5) severe variable fetal heart rate decelerations; and
(6) two consecutive fetal scalp blood pH determinations less
than 7.25 (in the presence of a normal maternal acid-base
status)" (p. 387)
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APPENDIX H
Responses to Open-Ended Questions Regarding
the Childbirth Experience
135
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